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The most dramatic exigencies of cardio- 
vascular origin are those in which there is 
2 momentary falling out or somewhat pro- 
longed loss of consciousness. There are us- 
ually some premonitory symptoms as giddi- 
ness, vertigo and visual disturbance. The 
progression to syncope may be very rapid, 
and fleeting unconsciousness of only a few 
minutes duration. Recovery is usually rapid 
and complete. When the unconsciousness is 
persistent and prolonged, a state of more or 
less profound coma may intervene and last 
for hours. 


Attacks of unconsciousness are fear in- 
spiring and usually of most serious moment. 
Not only the life of the afflicted one may be 
endangered, but when he is one in a respon- 
sible position, the safety of others may be 
threatened by his abrupt incapacitation. 
Therefore, studies of the conditions that pro- 
duce these serious episodes are warranted. 
The subject is always worthy of review in 
order that we may be prepared to meet these 
emergencies any time they arise. 

The cardiovascular conditions that con- 
tribute to clinical pictures of syncope and 
coma will be found to rank at the very top 
of most statistical studies of cases of uncon- 
sciousness in civilian life. In war, of course, 
trauma outranks all other causes of coma, 
yet we may still quite properly consider the 
medical conditions that we might encounter 
most frequently in general practice. 

The Clinical Picture 

The unfolding of the symptom complex of 
syncope and coma is usually quite rapid. 
Premonitory symptoms are few and of very 
short duration. Giddiness, vertigo, weakness, 
staggering, visual disturbances, unsteadi- 
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ness, restlessness, and confused speech are 
usually kaleidoscopic or cinematic in their 
development or progression. Occasionally 
one notes drowsiness, yawning, nausea and 
vomiting and complaints of headache, loss of 
memory and inability to concentrate are 
common. Aphasia, paresthesia and paralysis 
may precede the loss of consciousness or the 
development of convulsions or coma. The 
rather insidiously developing status are quite 
as serious as are the precipitate attacks. 

The adjective “cerebral” may be properly 
used to designate the type of syncope with 
which we are here concerned. Syncope it- 
self usually indicates the cutting off of the 
blood flow. Certainly this is what generally 
occurs in these conditions. “Syncope cerebri” 
is commonly of cardiovascular origin and is 
associated with a sudden general or local 
deficiency of blood flow in the brain. 

Observation has shown that interruptions 
in the cerebral blood flow or cerebral anemia 
for two to three seconds produces fleeting 
giddiness and black spots before the eyes, 
“blind staggers; for three to five seconds, 
momentary, transient vertigo followed by a 
blackout; for ten to twenty seconds, a tem- 
porary syncope and general convulsions; for 
twenty to one hundred and twenty seconds, 
profound coma and increasing cyanosis ap- 
pear. 

This inadequate cerebral circulation may 
be the result of general systemic conditions 
or local conditions in the brain. The most 
common general conditions are those that re- 
sult in the fall in systolic blood pressure to 
levels of 60 to 70 mm. Hg. Hypotension of 
such grades is considered critical for the 
maintenance of adequate cerebral blood flow 
in patients with normal arteries. In those 
with cerebral arteriosclerosis, the critical 
levels of blood pressure may be higher. The 
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causes for general hypotension might well 
be set forth first for consideration. Among 
these conditions it seems desirable to begin 
with simple, less serious and the most fre- 
quent ones and proceed to the more serious 
and less common causes of syncope. 

Common Splanchnic Vasosympathetic Faints 

The cerebral anemia in ordinary fainting 
is due to hypotension incident to a reduced 
cardiac output. The chief or primary factor 
consists of reflex splanchnic vasoparesis, 
probably active splanchnic venous dilatation, 
which contributes to the decreased blood flow 
back into the heart. 

Certain types of individuals under emo- 
tional stress or strain, or following visual 
shock of seeing blood, or under auditory 
bombardment, may suddenly or slowly be- 
come nauseated, feel giddy, see black spots 
before the eyes and black out. 

Reflex splanchnic vasopareses and the re- 
sulting cerebral anemia with simple fainting 
is much more common in women than in 
men. Reflex dilatation of the splanchnic area 
usually lowers the systemic blood pressure 
to critical levels of 80 to 60 mm. mercury 
systolic. In the arteriosclerotic individuals, 
the pressure need not fall to this level before 
symptoms appear. The pulse rate is increas- 
ed when the blood pressure falls too low to 
maintain adequate cerebral circulation. 


The symptoms develop in rapid succession : 
giddiness, vertigo, weakness, visual disturb- 
ances, unsteadiness, restlessness, confused 
speech, drowsiness, yawning, usually asso- 
ciated with nausea and a feeling of abdomi- 
nal fullness, headache, disturbances of mem- 
ory and inability to concentrate. As signs, 
the patient usually presents a deathly, ashen 
pallor and falls unconscious. In a typical 
cerebral syncopal attack, no loss of reflexes 
or deviation of the eyes, no frothing at the 
mouth, no biting of the tongue occur. In the 
prone position, which the patient usually as- 
sumes, the blood pressure rises and the pulse 
rate drops and consciousness usually returns 
promptly. If there is delay, reflex stimula- 
tion of cold: water to the face is effective. 


Vascular re-education is the best form of 
prophylactic treatment. Cardiovascular neu- 
roses as neurocirculatory asthenia or the ef- 
fort syndrome may contribute to syncopal 
attacks. 

Shock, particularly that of psychogenic or 
emotional origin as well as the more frequent 
traumatic or that due to physical conditions, 
usually lowers the blood pressure most con- 
spicuously as the result of a general vaso- 
paresis and perhaps also the loss of fluid, 
blood volume and unconsciousness with in- 
tervals. Superficial or skin vasoconstriction 
and cold clammy sweats, pallor and greyness 
accompany the acute vascular letdown. These 


most conspicuous manifestations represen 
the first evidences of the physiopathologica 
disturbances and call for immediate correc 
tion. 

Nitrite Poisioning or Nitrite Fainting 

Nitrites, particularly amyl] nitrite, nitro 
gycerine, sodium nitrite and more recentl) 
erythroltetranitrate and mannitol hexani 
trate have been used extensively as vasodi 
lators in patients with hypertension. Certai: 
individuals are hypersensitive to the nitrit 
action and the acute vasodilatation results in 
a precipitate drop in the blood pressure t 
critical levels. It is not at all uncommon t 
have the patient faint particularly if he is 
standing or sitting in the upright positior 
following the taking of the drug, even wher 
ii is taken for therapeutic effects. This re- 
action usually occurs when the patient is not 
accustomed to the drug. In a patient with 
angina pectoris who gets panicky and takes 
several doses in an attempt to get immediate 
relief there may be accumulative effect and 
usually there is a marked flushing of the 
face, the patient complains of throbbing and 
weakness. The drug effect usually wears off 
rather promptly. 

Nitrite faints also occur in individuals who 
are working in nitroglycerine manufacturing 
concerns. The number of such exposed work- 
ers has increased with the great expansion 
of the production of high explosives. In this 
work nitroglycerine is used extensively and 
the workers must gradually develop a toler- 
ance to the heavily laden nitrite atmosphere 
of such plants. In some workers exposed to 
the nitroglycerine fumes, a tolerance de- 
velops to the point where the drug is almost 
necessary. Some workers on leaving the ni- 
troglycerine plant may develop a cerebra 
angiospasm or coronary angiospasm with re- 
sulting disturbances in the cerebral as wel 
as the coronary circulation, even to the point 
of causing withdrawal faints. 

Disorders of the Cardiac Mechanism 

Sudden derangement of the heart actior 
only occasionally results in syncope. This 
is particularly true in the more benign me 
chanism disturbances. It occurs more fre 
quently in rather serious disorders. Dramat 
ic situations however may be created by an) 
one of the paroxysmal disturbances of th« 
heart’s mechanism. The prompt recognitio 
and proper treatment may forestall seriou: 
complications. It is quite as important t 
recognize the benign or innocuous condition: 
that cause cerebral syncope. It is highl: 
desirable to give them the specific treatmen 
promptly. Carotid sinus episodes may caus 
significant cardiac standstill and should per 
haps be considered under this same heading 
as well as under the heading of vagus faints 
Some remarks on the differentiation and us- 
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ual management, the clinical characteristics 
and therapeutic procedures that have been 
found effective are warranted. For absolute 
differentiation, electrocardiograms taken 
during an attack are of the greatest impor- 
tance. 
Paroxysmal Atrial Tachycardia 

Attacks of a rapid succession of premature 
heart beats, from the ectopic focus in the 
atria and yet outside the usual pacemaker, 
the sino-auricular node, in other words at- 
tacks of atrial tachycardia, are most com- 
non. The rate rises suddenly from normal 
to a higher level usually between 180 and 
240 beats per minute. Worry, fear and un- 
ertainty may bring on attacks in psycho- 
ogically, unstable individuals. In such cases, 
he blood pressure may drop to the critical 
evel and all of the symptoms of cerebral 
inemia may develop. It may occur particu- 
arly in elderly individuals whose cerebral 
vessels are sclerosed. There may be no de- 
monstrable precipitating factor but occasion- 
ally an emotional upset or unusual physical 
strain or surgical operation will bring on an 
attack. The paroxysm usually stops spon- 
taneously within a short time, or it may per- 
sist for hours and occasionally for days. 


The differential diagnosis must take into 
consideration sinus tachycardia, atrial flut- 
ter, paroxysmal ventricular tachycardia and 
in some instances, rarely atrial fibrillation. 
The abrupt onset and termination, the high 
rate, the constancy of the rhythm which is 
regular and full minute counts varying not 
more than two points, either unaffected by 
increased vagus tone or in one-third of the 
cases completely stopped are all character- 
istic. Ventricular tachycardia varies usually 
six to eight points in minute to minute counts 
and is usually of much more serious moment 
and accompanies myocardial damage. 


Treatment consists of increasing the vagus 
tone by carotid sinus pressure which stops 
the attack immediately in about one-third of 
the cases. Quinidine sulphate in 5 gr. doses 
taken every hour for not more than eight 
doses is perhaps as safe and successful as 
any form of therapy. Ipecac syrup in one 
to two dram doses of the fresh preparation 
by mouth will usually result in nausea and 
vomiting in fifteen to forty-five minutes and 
interrupt most cases of paroxysmal atrial 
tachycardia. In elderly individuals mor- 
phine sulphate 1% gr. to 14 gr. doses is seem- 
ingly the treatment of choice. In heart fail- 
ure digitalis extract 10 cc. (3.5 cat units) or 
digifoline or digiglucine solution in 10 cc. 
doses, digilanddid, 144 to 2 mg. or lamata- 
side are most successful, particularly in 
the presence of heart failure. Starr and 
Stroud found mecholyl, 10 to 30 mg. sub- 
cutaneously to be very effective. Key’s 


studies suggest that neosynephrin 5 to 10 
mg. doses subcutaneously, may be a valuable 
vagatonic drug. St. Feher and Dressler have 
advised the use of a 20 per cent solution of 
magnesium sulphate intravenously, 5 cc. 
slowly and then 5 cc. more rapidly. 

Paroxysmal Ventricular Tachycardia 

Paroxysmal ventricular tachycardia is a 
rapid succession of ventricular premature 
contractions. It begins suddenly and usually 
stops suddenly. It often follows attacks of 
pains of an anginal nature and thus suggests 
the presence of myocardial damage, which 
may be of most serious moment. It is not 
nearly as common as the atrial and junction- 
al types of tachycardia. The blood pressure 
usually drops lower and sometims it is dif- 
ficult to determine it during a paroxysm. The 
aifferential diagnosis is similar to that of 
paroxysmal atrial tachycardia. The rate of 
the ventricular paroxysm is usually not as 
high as that of atrial tachycardia but usually 
is higher than that of sinus tachycardia and 
atrial flutter. It characteristically varies 
five to six points between minute to minute 
counts. In this it differs from atrial tachy- 
cardia and from flutter. The signs of myo- 
cardial infarction are usually present and 
sometimes evidences of left ventricular fail- 
ure appear when the precipitating thrombo- 
sis occurred in the large anterior descending 
branch of the left coronary artery. 


As treatment, the specific or sovereign 
remedy for this condition is quinidine sul- 
phate. It is given by mouth in five grain 
doses every hour for six, seven or eight 
doses. It is usually effective in stopping a 
paroxysm after three or four doses. 


Paroxysmal Atrial Flutter and Fibrillation 


Paroxysmal atrial fibrillation and flutter 
are very rarely accompanied by syncope. 
Flutter however, when there is a one to one 
block, (instead of a usual two to one block), 
may decrease the filling of the heart so that 
the blood pressure drops to very low critical 
levels. One to one flutter, with the rate ris- 
ing to 300 per minute, is a condition of 
serious moment. Such rates have been so 
recorded by the electrocardiographic method. 
lt is characteristic of flutter for the regular- 
ity of two to one atrial flutter to be dis- 
turbed by carotid sinus stimulation tempor- 
arily only, and returns in spite of continued 
stimulation. Atrial fibrillation is character- 
ized by absolute arrhythmia. 

The patient often feels the irregular ac- 
tion or palpitation and exercise increases the 
disorder. Treatment is sometimes necessary 
and usually desirable even though the at- 
tacks frequently end spontaneously. Quini- 
dine sulphate again is the drug of choice in 
5 gr. doses every hour for five to eight doses 





50 JOURNAL OF THE OKLAHOMA StaTE MeEpicaL ASSOCIATION 


will usually stop an attack and reestablish 
normal mechanism at the slow rate. In the 
presence of heart failure digitalization by 
the intravenous method administering 10 cc. 
of the digitalis extract of standard potency 
is first tried. Digitalization is sometimes 
successful in itself in turning over the me- 
chanism to normal but usually a subsequent 
course of quinidine sulphate is necessary to 
restore sino-atrial rhythm. 
Ventricular Asytole, Heart Block or _.. 
Ventricular Fibrillation 
Paroxysmal ventricular flutter or fibrilla- 
tion have occasionally been recognized clini- 
cally as the cause of syncopal attacks. Ven- 
tricular fibrillation is considered the most 
common cause of sudden death. Ventricular 
fibrillation has been shown experimentally 
to produce a state of diastasis. There is no 
propulsion of the blood out of the ventricles. 
The diagnosis may be suggested by the sud- 
den onset, by the absence of all heart sounds, 
by the presence of fibrillary movements in 
the pulse of the congested jugular veins. 
Other symptoms as cerebral anemia, shock, 
vertigo, syncope along with convulsions are 
likely to appear. The diagnosis of this con- 
dition should not be made without corrobora- 
tion of electrocardiographic study. 


Adams-Stokes’ Syndrome with Convulsions 

The classical clinical picture of ventricular 
asystole, that of Adams-Stokes’ attacks, is 
quite similar to that of temporary ventricu- 
lar fibrillation. The attacks may be suspect- 
ed in patients who have varying grades of 
heart block in which complete A.-V. dissocia- 
tion appears now and then and the ventricu- 
lar pacemaker fails to take up the function 
immediately. 

The second type of attack in which there 
is no preceding conduction disturbance but 
sudden complete block and at the same time 
low grade ventricular irritability. Develop- 
ment of the symptom complex is very rapid 
and complete, and the patient is usually 
given no time to complain of vertigo since 
syncope promptly intervenes. 

Failure of the ventricular beat, even for 
a short period of time is a matter of serious 
moment. The blood column is at a stand- 
still with the loss of the drive of ventricular 
activity or contraction. The moments of sus- 
pension of the heart beats are precious ones 
and no one can know whether or not the 
ventricle will develop an _ idioventricular 
pacemaker to start the beating again. Like- 
wise when ventricular fibrillation is reason 
for the asystole, chances for return of con- 
certed ventricular activity are very slight. 
Within two minutes after the onset, the pa- 
tient is usually in coma, convulsions have 
developed and usually cyanosis has become 
intense. It is doubtful whether any patient 


would survive more than four or five minutes 
suffering from such an attack. Patients 
have, however, been reported to have lived 
after eight minutes of suspended heart ac- 
tion. 

Treatment 

In the emergency it seems desirable to 
rapidly administer quick, sharp, hard blows 
of the fist over the precordium, in the hope 
that the transmitted force may stimulate the 
ventricle to contract and reestablish circu- 
lation. During ventricular asystole the only 
possibility of intravenous injection of epine- 
phrin reaching the heart would be by possi- 
ble gravitation from the jugular bulb with 
the patient in the upright position. Prepara- 
tion of a sterile syringe with a long 214-inch 
22gauge needle containing three to five min- 
ims of adrenalin should be quickly prepared. 

If there is no recognizable activity of the 
heart within four minutes, heroic intracardi- 
ac injection of adrenalin is warranted It is 
justifiable to thrust the long needle through 
the fourth interspace into the heart at its 
left border and penetrate the ventricular 
cavity. The needle is slowly withdrawn as 
the three to five minims of epinephrin are 
injected. 

Prevention of attacks or recurrences of the 
same should receive careful consideration. 
Some clinicians use quinidine sulphate rou- 
tinely in small doses after attacks of coron- 
ary thrombosis to prevent ventricular fibril- 
lation. Patients with heart block that is 
changing from a partial to a complete block 
with episodes occuring at each change, 
should be digitalized. The hope is for the 
establishment of a complete block with a 
relatively high and adequate ventricular rate 
of about forty or above, to prevent attacks. 
The ventricular muscle may be kept irritable 
by use of ephedrine hydrochloride, %@ gr. 
three times a day or paredrine, 1/6 gr. (10 
mg.) three times a day or adrenalin in oil 
5 to 10 mg. doses (1:1000 solution). These 
are all rational procedures but are sometimes 
contraindicated because of subsequent rise 
in the blood pressure. Barium chloride, % 
to % gr. (30 to 40 mg.) three times a day 
seemingly has been successful in keeping the 
ventricular muscle irritable and thus pre- 
venting episodes. 

Acute Cor Pulmonale, Cardiovascular Shock 
With Critical Hypotension 

The bombardments of the nervous system 
in acute massive pulmonary embolism and 
the pain of coronary occlusion may produce 
such profound peripheral circulatory col- 
lapse or forward failure as to result in 
syncope. This happens more often, relatively 
speaking, after pulmonary embolism or ob- 
struction than after major coronary occlu- 
sion and extensive myocardial infarction, 
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even though the pain is not so severe, and 
is shorter in duration. The rich sympathetic 
innervation of the pulmonary arterial bed 
probably accounts for the greater severity 
of pulmonary obstruction shock. The acute 
cor pulmonale is overactive particularly in 
the conus region area and rough basal fric- 
tion sounds are generally heard. The pul- 
monary second sound is accentuated loudly. 
The electrocardiograms may show charac- 
teristic signs of cor pulmonale; namely, a 
prominent Sl in a rare case S2 and a 
prominent Q3, and signs of right ventricu- 
lar strain. Occasionally electrocardiographic 
changes are quite similar to those of conor- 
ary occlusion with myocardial infarction. If 
the patient is unconscious there may have 
been a reflex spasm in various arterial beds. 
Myocardial infarction has been shown to 
occur along with pulmonary embolism in 
twenty to thirty per cent of the cases. 

Acute cor pulmonale calls for emergency 
treatment. Papaverine and morphine along 
with heparin may be used intravenously. 
Papaverine in 1 gr. dose may relax the 
spasm about the embolus and allow it to 
pass on further to disintegrate. Heparin 
will prevent the secondary thrombosis. Oxy- 
gen by the B.L.B. mask may be beneficial 
by mass action. Aminophyllin may be used 
intravenously as a vasodilator in 7% gr. 
doses diluted to 10 cc. and given slowly. The 
source of the emboli is usually evident and if 
in an accessible place, the vein should be 
tied off when it is possible to do so. In this 
country, pulmonary embolism cases are sub- 
jected to embolectomy, the Trendelenburg 
operation, only after the patient has expired. 
In order to accomplish this the patient must 
be placed in the operating room, ready for 
the operation, and vigil kept until exitus 
has intervened. The surgeon must be pre- 
pared to go ahead as soon as respirations 
cease. This may seem ultraconservative com- 
pared to the heroic attempt of pulmonary 
embolectomy as done in Sweden, but it is 
definitely more justifiable. 


Major Occlusion with Extensive 
Myocardial Infarction 


Coronary occlusion with myocardial in- 
farction may occasionally produce such 
great cardiovascular shock and forward fail- 
ure as to result in syncope. Excruciating 
pain and massive left ventricular infarction 
with forward failure may be combined to 
produce a dramatic picture. The pain is 
usually substernal or epigastric. The blood 
pressure usually falls abruptly and to criti- 
cally low levels. A friction rub may appear 
and the electrocardiogram is usually striking 
with an RST elevation and beginning T wave 
negativity. The fluoroscopic examination 
may show defective movements of the in- 


farcted left ventricular wall. Within a day 
or two leucocytosis or increased sedimenta- 
tion rate may be found. Electrocardiograms 
characteristically show progressive changes 
in the RST segment and T waves. 

The emergency treatment of acute coron- 
ary occlusion episodes consists in reliev- 
ing the pain with morphine sulphate, 14 gr., 
and atropine sulphate, 1/100 gr. This may 
be given intravenously and repeated once if 
necessary. If dyspnea is present, oxygen in 
100 per cent atmosphere through a B. L. B. 
mask, should be administered. Oxygen will 
not only relieve the pain but will also combat 
shock. Sex hormones in 10,000 unit doses, 
intramuscularly twice a week for the slow 
vasodilating effect and its sympathetic stimu- 
lating action on the intestinal canal for the 
relief of distention. Aminophyllin in 7% 
gr. doses intravenously diluted ten times or 
in 3 gr. enteric coated tablets three times a 
day may improve the coronary circulation 
by virtue of the dilating effect of the drug, 
which is desirable in the development of the 
collateral channels. 

Paroxysmal cardiac pain, that is angina 
pectoris, rarely produces cerebral anemia 
primarily because it is promptly relieved by 
the inhalation of amyl nitrite or the taking 
of spirits of nitroglycerin. A sharp rise in 
the blood pressure usually accompanies an- 
gina pectoris. When the pain is not relieved 
by the nitrites and persists, myocardial in- 
farction has occured. A sudden or continu- 
our drop in blood pressure is the result of 
myocardial infarction. The critical levels of 
hypotension may be reached but syncope is 
only occasionally present. 


Interference with the Outflow 
From the Heart 

Pathological changes in the root of the 
aorta and in the ascending arch, obstruct 
or interfere with outflow from the left ven- 
tricle and thus contribute to the production 
of cerebral anemia and syncope. Concomit- 
ent low blood pressure will make more likely 
the development of cerebral symptoms. The 
loss of the elasticity of the aorta itself and 
aortitis in aneurysmal formation is barely 
sufficient to seriously reduce the cerebral © 
circulation but aortic change may be a sig- 
nificant factor in elderly or aged people. A 
poorly sustained blood column due to the 
presence of aortic regurgitation likewise in 
itself rarely produces syncope unless the 
systolic blood pressure is low as well as the 
diastolic. 

Aortic stenosis on the other hand is us- 
ually associated with considerable valvular 
calcification and calcium deposits at the root 
of the aorta, so much so that the designation 
calcerous disease has been assigned to this 
condition. The primary lesion is probably a 
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rheumatic aortic valvulitis with some fusion 
of the cusps and subsequent gradual calci- 
fication. Ejection of blood from the left 
ventricle is obstructed, the systolic blood 
pressure is consequently low and the pulse 
pressure is very low. Patients with this le- 
sion are very prone to have attacks of vertigo 
and syncope. It has been pointed out by 
Marvin that such patients, besides having 
the very low systolic blood pressure and low 
pulse pressure, also have a very sensitive 
carotid sinus. Sudden reflex vagatonia may 
therefore appear upon mechanical stimula- 
tion of the carotid sinus. 

This gives the clue for the only thera- 
peutic procedure indicated in such patients. 
This consists of atropinization with bella- 
donna, atropine itself, or syntropan in regu- 
lar doses two or three times a day to remove 
the vagus tone. The removal of the vagus 
effect will often prevent the recurrences of 
the syncopal attacks in which vagatonia has 
played a part. 

Sudden Causes of Deficient Cerebral 
Blood Flow 


In the third group of the exigencies of 
cardiovascular practice, I might well discuss 
disturbances in the intracranial cavity itself. 
Some of these are very common and some 
are very rare, some easy to establish, others 
difficult to diagnose; any one of them may be 


a factor of significance in a patient with 
syncope or coma. Most of them are of very 
serious moment. 


Intracerebral Obstruction of the Blood Flow 
To the Brain 


Localized cortical cerebral angiospasm is 
perhaps the mildest of any of these and at 
the same time the most difficult one to 
establish. Spastic segments in the retinal 
arteries, when present, corroborate the di- 
agnosis. The spontaneous relief within some 
hours or the prompt response to papaverine 
or nitrites are almost diagnostic. 

Cerebral arteriosclerosis is usually accom- 
panied by extensive tortuosity the broad 
white streak and irregularities of the lumena 
of the retinal arterioles are characteristic. 

Intracranial disturbances produce cerebral 
anemia by compression and usually result in 
coma which frequently terminates fatally. 
Subarachnoid hemorrhage is to be suspected 
if the slowly developing coma has been pre- 
ceded by severe headache and the rigidity 
of the neck with or without abducens palsy 
can be demonstrated. 

Cerebral thrombosis produces a slowly de- 
veloping coma without stiffness of the neck. 
It occurs most often in elderly individuals 
with cerebral arteriosclerosis and low blood 
pressure. Cerebral hemorrhage is followed 
promptly by deep coma, paralysis and patho- 


logical reflexes usually in patients who have 
had hypertension. The blood pressure usual- 
ly rises. 

Meningitis often produces coma and us- 
ually presents Kernig’s and Brudzinski 
signs and the etiological factor is usually 
demonstrable in the purulent cerebrospinal 
fluid. Syphilis of the meninges or central 
nervous blood vessels or tissues or general 
paralysis of the insane may be recognized 
by pupillary and deep reflex changes and by 
positive spinal fluid serology and cytology at- 
tacks of coma and convulsions are common 
in paresis. 

Epilepsy can usually be recognized as the 
cause for a state of coma and convulsions 
by the characteristic signs as the cry, the 
biting of the tongue, the loss of sphincter 
control, the tonic and clonic spasms and the 
previous and familial histories. Brain tumor 
coma is usually accompanied by signs of in- 
creased intracranial pressure in the eye 
grounds and some times by localizing signs. 
The electroencephalogram and roentgeno- 
grams or air surrounding the brain or in 
the ventricles may be necessary to prove the 
diagnosis of tntracranial neoplasm as a 
cause for coma. 

Summary 

The cardiovascular causes of syncope and 
coma have been reviewed. The analysis of 
the circulatory exigencies, which produce 
cerebral anemia, has been carefully pre- 
sented. The disorders of the cardiac me- 
chanism which give rise to syncope have 
been stressed, because they are so much more 
amenable to treatment. The common emer- 
gency therapeutic methods have been dis- 
cussed. 





Injuries to the Heart 


Injury to the heart and adjoining structures caused 
by blows to the chest or to distant parts of the body 
is often overlooked because of the prevailing idea that 
the chest wall and the cushion effect of the lungs prevent 
such injury, Louis H. Sigler, M.D., Brooklyn, declares 
in The Journal of the American Medical Association for 
July 11. He emphasizes the importance of bearing in 
mind that such injury to the heart may occur in any 
bodily injury and that such patients should be given 
frequent heart examinations. 

The types of blow or impact that may result in heart 
injury in man, he says, include (1) direct blow to the 
chest, especially if applied to the region over the heart 
or stomach; (2) compression of the chest between two 
solid objects; (3) sudden extreme increase in the pres 
sure within the abdomen by external violence; (4) lifting 
of an extremely heavy object or other severe strain 
thrown on the body. 

‘<Tt must be stressed that it is not the latent force 
but the velocity of travel of the force when it strikes 
the body which produces the injury,’’ Dr. Sigler de- 
clares. 

The presence of disease of the arteries of the heart 
in advanced age is a sensitizing factor for the production 
of heart disturbances, if not actual damage, by com- 
paratively little force. 
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Tuberculous Tracheobronchitis 


RICHARD M. BuRKE, M.D., F.A.C.P. 


OKLAHOMA CITY, OKLAHOMA 


For the past few years tracheobronchial 
tuberculosis has been a much discussed sub- 
ject among phthisiologists. It provides an 

xample of another one of the re-discoveries 
f medicine. Over one hundred years ago 
‘ was described, and its not infrequent oc- 
currence noted on the basis of autopsy 
studies. In the intervening years, this com- 
plication of pulmonary tuberculosis was lost 
sight of from a clinical standpoint. As time 
went on it was commonly thought that this 
condition was rare, and of little clinical im- 
ortance. This situation was changed about 
‘ifteen years ago. With the widespread and 
successful use of collapse therapy, greater 
clinical interest was aroused in the patient 
and his symptoms. Investigators began to 
trace the source of wheezing in the tubercu- 
lous. Autopsies were done on some of these 
patients, and stenosis found. Papers were 
published telling about tuberculosis of the 
bronchi simulating asthma. More interest 
was shown in “blocked cavities.” Their re- 
lationship to bronchial diseases was demon- 
strated. Then came the much wider use of 
diagnostic bronchoscopy in pulmonary tuber- 
culosis. It was soon learned that the pro- 
cedure carried very little risk provided one 
showed respect for active laryngeal tuber- 
culosis. By 1935, clinicians were beginning 
to be very much on the alert for this com- 
plication, and by 1940, it reached a point 
where bronchoscopy was being advocated 
routinely for virtually all sanatorium pa- 
tients. Others a little less enthusiastic were 
urging its routine use prior to thoracoplasty. 
(A by-product of the wide use of the bron- 
choscope has been bronchospirometry, a pro- 
cedure which enables one to measure separ-: 
ately the vital capacity of each lung.) There 
is yet much to be learned about bronchial 
uleers as evidenced, for example, by the con- 
flicting statements regarding its incidence, 
its pathology, and its treatment. 

The number of bronchoscopies done at 
the Western Oklahoma Tuberculosis Sana- 
torium has been increasing during the past 
four years. Our present series is still small. 
In this preliminary report we should like to 
review briefly the subject and give a few 
f the impressions gained thus far. 


INCIDENCE 


In a series of 120 bronchoscopies done on 
tuberculous patients, 105 individuals were 
examined, of whom nine per cent showed 
tracheobronchial tuberculosis. The majority 
of these examinations were done to discover 
the cause and source of unexplained positive 
sputum, rather than because the patient had 
frank symptoms suggestive of ulcer. Most of 
the patients showed the typical ulcerogranu- 
lomatous changes, while three presented a 
localized, intense area of inflammation just 
distal to the tracheobronchial juncture. This 
latter group, we felt, were precursors of the 
granulomatous lesions which follow. The 
s.:mple diffuse reddening secondary to bron- 
chitis was not included. In the literature 
one finds the incidence varying from three 
per cent, as reported from autopsy studies 
by Flance and Wheeler’, to 60 per cent, as 
reported by Conklin?, from bronchoscopic 
studies. Hawkins’, reports an incidence of 
25 per cent among 516 selected patients, and 
Warren‘, 13.3 per cent in a series of pre- 
thoracoplasty bronchoscopies. 

Females predominate (74 per cent in our 
series). A rather common experience is to 
find ulceration on the left side in a young 
woman with moderately advanced pulmon- 
ary tuberculosis. This preponderance of ul- 
cers in the female has brought forth many 
hypotheses, but as yet no satisfactory ex- 
planation has been advanced. 


PATHOLOGY 


A common route of infection, according to 
pathologists, is by direct extension. Auer- 
bach*, states that these lesions extend beneath 
the bronchial mucosa from the original 
parenchymal focus. Eventually they may 
reach the large bronchi. . The typical lesion 
is located in the submucosa, and is an in- 
flammatory tuberculous infiltrate. As _ it 
progresses, it erodes through the mucosa, 
forming an ulcer. This ulcer is soon trans- 
formed to a granuloma through proliferation 
of the tuberculous infiltrate which goes on 
to occlude completely the lumen. As the 
healing occurs, there is a replacement of the 
granuloma by fibrous tissue. In the healing 
process, the lumina of the larger bronchi are 
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reopened. In the smaller air passages, the 
lumen remains closed and the original in- 
fectious focus is closed off from the rest of 
the bronchial tree. According to the teach- 
ing of Myerson*, tracheobronchial tuberculo- 
sis will heal spontaneously in the majority 
of cases. For this reason he feels that caut- 
ery and local therapy are contraindicated as 
this interferes with nature’s way of healing, 
and it may spread the infection. Further- 
more, the ulcer is too widespread, and caut- 
ery only reaches its presenting edge. We 
are not so optimistic as Myerson as to spon- 
taneous healing of these ulcers, but we do 
feel that topical applications have little to 
offer. 

Implantation or contact is said to lead to 
ulceration. It is commonly taught that posi- 
tive sputum can implant infection at distant 
points such as the larynx and bowel. This 
appears to occur at the point of greatest 
stasis, such as the posterior commissure of 
the larynx or the ileocecal region of the 
bowel. In persons who have an unsatisfac- 
tory collapse maintained for a period of 
months, stasis in the bronchial tree on the 
affected side is apt to result. This is because 
the ventilatory power of the lung is impaired 
and sputum, as a result, is not properly ex- 
pelled. This theory attempts to explain the 
ulcers sometimes seen in such cases. Hema- 
togenous seeding in the tracheobronchial 
tree, with resultant ulcers, may occur. These 
are usually shallow and multiple. 


SYMPTOMS AND INDICATIONS FOR 
BRONCHOSCOPY 

The only means of determining the pres- 
ence of ulcer is by bronchoscopy. The com- 
mon indications for such an examination 
are: 

1. Unexplained positive sputum, 2. Wheez- 
ing or noisy respirations and 3. Unexplained 
atelectasis. 

Unexplained positive sputum: This is the 
most common indication for bronchoscopy. 
Quite often a patient has a pulmonary lesion 
which appears to be well controlled by col- 
lapse therapy, yet the sputum continues to 
be positive. Such a patient should always 
be bronchoscoped, particularly before any 
supplementary collapse measures are done 
in an attempt to render the sputum negative. 
Again we may have a patient with a minimal 
lesion, or even with no pulmonary disease 
evident on X-ray, who will continue to raise 
tubercle bacilli the origin of which could be 
ulcer. 

Wheezing or noisy respirations: When 
the airways are narrowed by bronchial dis- 
ease, wheezing develops. This wheezing is 
unilateral, and persists after coughing. Be- 
sides this, a number of other symptoms may 
be present, such as difficulty in raising the 


sputum which is mucoid and thick. These 
patients find it difficult to take a deep breath 
Often they will tell you when they are o: 
are not breathing with the affected lung 
There is dyspnoea out of proportion to the 
amount of pulmonary involvement. Cyanosis 
is not common. On physical examination 
rhonchi often are heard. Listening with th: 
stethoscope before the open mouth is an aid 
in detecting the wheezing. When stenosi: 
is marked and of long standing, the diagno 
sis is readily made by X-ray. 


Unexplained atelectasis: This is always 
an indication for bronchoscopy. Sometimes 
soon after initiating a pneumothorax, and 
giving a few refills, one suddenly finds : 
lobe or all lobes atelectatic. This may mea: 
that bronchial disease with narrowing is 
present. As a result of collapsing the lung, 
this narrow airway then completely closes. 
It further means that an unnecessary pneu- 
mothorax has been started which will be 
hard to re-expand. This can best be further 
explained by citing a case where such an 
error was made. 


A white female, age 25, entered the sana- 
torium on May 19, 1940, with a haziness in 
the extreme left apex, and some scattered 
infiltration at the level of the second rib. 
The sputum was positive for tubercle bacilli. 
A preliminary rest period of six weeks was 
tried. Sputum continued to be positive. 
Chest X-ray showeé no change. Pneumo- 
thorax was then instituted and a good col- 
lapse obtained, except for a few apical ad- 
hesions. The sputum was still positive, so 
closed pneumonolysis was done following 
which the entire lung became atelectatic. 
And still positive sputum was present, so 
bronchoscopy was finally done on March 1, 
1941. An ulcerogranuloma was found al- 
most closing the left main bronchial opening 
An aspirator was introduced through the 
narrowed opening and secretions removed. 
Bronchoscopy was done six weeks later, and 
topical application of ten. per cent silve 
nitrate was made. In the meantime, pleura! 
fluid developed which has persisted for the 
past eighteen months. Periodic aspiratior 
has been done. The lower half of the lung 
has partially re-expanded, but the remainde: 
appears atelectatic. A recent bronchoscopy 
showed there remains a concentric swelling 
practically occluding the bronchus, and wit! 
little adjacent surface ulceration. This pa 
tient had a slight wheeze at the time of ad 
mission which was overlooked. Also th 
density in the apex was probably an ate 
lectasis of a lobule as a result of a branci 
bronchus occlusion. If bronchoscopy hac 
been done first, the patient would not hav 
been subjected to collapse therapy and its 
attendant complications. 
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In children, we occasionally see atelectasis 
of the lower lobes secondary to enlarged 
tracheobronchial glands obtruding on the 
jumina. 


Sometimes the question of which side the 
positive sputum is coming from arises. Here, 
bronchoscopy may be an aid if we happen to 
see purulent sputum at the time of the ex- 
amination on one side or the other. If from 
hoth sides, noting the amount from each side 

; helpful. Smears may be taken. In the 
resence of unexplained hemoptysis we have 
helpful ally in the bronchoscope. The ex- 
amination can be done while the patient is 
hemorrhaging. We recently did so, and 
found from which side the bleeding was com- 
ing. The patient suffered no ill effects. 


At present, we do not routinely broncho- 
scope prior to thoracoplasty. Tracheobron- 
iial tuberculosis in itself is not a contrain- 
ication to thoracoplasty unless stenosis ex- 
sts which would interfere with collapse and 
rainage. This is not common and can ordi- 
iarily be suspected by the symptoms and X- 
ay appearance after which bronchoscopy 
an then be performed. 


TREATMENT 


Considerable controversy exists regarding 
the proper handling of these patients. There 
is disagreement both as to the use of local 
therapy to the ulcer, and in the use of col- 
lapse therapy in the presence of ulcer. 


Many believe like Myerson’, that topical 
application such as silver nitrate serve little 
or no purpose as far as aiding in healing 
the lesions. (Recently we have been experi- 
mentally using Promin*, a sulfa drug, which 
offers some promise of being of value for 
such lesions.**) Others*, feel that local 
treatment is of distinct value in aiding heal- 
ing, particularly for isolated ulcers. Electro- 
coagulation seems to be in disfavor at pres- 
ent, one objection being the danger of 
stenosis following its use. Cauterization 
may be helpful in relieving obstruction, 
where exuberant granulation is present. 
Where there is a diffuse swelling closing the 
bronchus, I have found nothing of value. 
Davenport’, feels that irradiation is of help 
in such instances. Where the ulcers have 
healed leaving a fibrotic stenosis, dilatation 
and aspiration are often employed. This of- 
fers no permanent relief, and it is in such 
instances that lobectomy or pneumonectomy 
is being advocated. 

When and when not to use collapse therapy 
in the presence of ulcer is a vexing problem. 
In treating pulmonary tuberculosis, we know 
that we must control the source of infection, 





*Promin supplied us through the courtesy of Dr. E. A. 
arp, Parke, Davis & Company. 


and convert the sputum from positive to 
negative. In a great many cases this can be 
done by collapse therapy, particularly arti- 
ficial pneumothorax. Where ulceration hap- 
pens to be present in the main bronchi, how- 
ever, we are faced with the choice of one of 
two evils. If we do not collapse, the disease 
is very apt to progress and the patient die. 
If we do collapse the lung, we often produce 
an atelectasis. This is frequently compli- 
cated by an effusion, and a lung which may 
remain collapsed a long time. Moreover, we 
do not influence by collapse measures the 
positive sputum coming from the bronchus. 
My feeling is that when encountering an 
early infiltration with persistently positive 
sputum, one should be careful to rule out 
bronchial tuberculosis. A small patch of 
atelectasis in the apex should make one sus- 
picious. The symptoms and findings as giv- 
en above should be kept in mind. Shortness 
of breath out of proportion to the extent of 
the lesion visualized is suggestive. Where 
advanced pulmonary tuberculosis is present 
collapse therapy is the lesser of the two 
evils. 
SUMMARY 


An incidence of nine per cent tracheo- 
bronchial tuberculosis was encountered in 
performing 120 bronchoscopies at the West- 
ern Oklahoma Tuberculosis Santorium. 
Bronchoscopy has become an essential diag- 
nostic aid in the management of pulmonary 
tuberculosis. The presence of tracheobron- 
chial tuberculosis should always be kept in 
mind in the presence of wheezing, unex- 
plained positive sputum, and unexplained 
atelectasis. Local treatment by cautery is 
largely of mechanical value to relieve ob- 
struction. One should be aware that induc- 
ing pneumothorax in the presence of bron- 
chial tuberculosis may sometimes lead to 
harmful complications. 
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The Irritable Bowel’* 


TURNER BYNUM, M.D. 


CHICKASHA, OKLAHOMA 


Colonic disturbances of systemic origin 
are difficult to describe, for they lack definite 
manifestations and the resulting conditions 
indicate abnormal colonic irritability. Ob- 
viously, this irritability of a hollow tube, 
which contains longitudinal and circular 
muscles and which is lined with mucous 
membrane and covered by peritoneum and 
innervated by two sets of delicately balanced 
nerves, is indicated by a variety of responses. 

It is easy to understand, then, why so 
many names have been suggested for the 
syndrome. Thus, there are the terms “irri- 
table colon” and “unstable colon,” simple 
colitis, spastic colitis, mucous colitis, catar- 
rhal colitis, mucomembranous colitis, mucous 
colopathy, myxomembranous colitis, myxor- 
rhea membranacea, myxoneurosis intestinal- 
is, fermentative colitis, toxic colitis, sore 
colon, and other similar designations that 
attempt to describe a syndrome of varied 
symptoms. All indicate colonic manifesta- 
tions of systemic crigin, but none adequately 
direct attention to the basic trouble. 


ETIOLOGY 

The condition has been designated as an 
enteropathy afflicting nervous patients. The 
etiology may be divided into those factors 
arising from the outside and those from the 
inside of the colon. The term “irritable 
colon” suggests at once that the intestinal 
disorder is only part of a general disorder, 
and leads one to investigate not only the 
colonic difficulty but the basic trouble, there 
is a derangement of functional behavior not 
only in the large intestine, but also in other 
parts of the gastro-intestinal tract as well. 
The symptoms do not seem to be associated 
with actual inflammation of any part of the 
colon, there do appear however in many pa- 
tients, after a prelonged period of time ac- 
tual changes in the bowel wall, with thicken- 
ing and loss of haustral markings in the 
sigmoid and frequently even the descending 
colon. 


FACTORS AFFECTING THE BOWEL 
FROM THE OUTSIDE 
Our present-day life, with its hustle and 








*Read before the Southwest Oklahoma Medical Society, Clin- 
ton, September 16, 1942. 


bustle, its tremendous competition in wag 

earning, and its every urge for speed, ofte 

interferes with proper care of intestin: 

functions. There results, therefore, a “ner, 

ous indigestion” in which the colon plays n 

small part. After a morning rush to th 

office, there often follows an all-day rush i 

a highly competitive business. A person doe 
not have time to stop for evacuation of the 
bowels. The farmer’s activities are of a 
different type, but he too must rush, and 
even the common laborer is at times beset 
with the hurries of life which are too much 
for him. But no one is more troubled than 
the lady of society whose life consists of 
one round of competitive entertaining and 
of irregular eating and drinking. For such 
women then, come a variety of abdominal 
discomforts and to them, as Axel Munthe in 
his story of San Michele has pointed out, 
the term “colitis” has only too commonly 
been used as a placebo, to sooth their an- 
xious minds. 

Basically, the sensitive colon may be in- 
herited, for it is common to see members of 
several generations of one family suffer sim- 
ilarly. Once a woman shows marked signs 
of disturbance she is likely to suffer with it 
at intervals for the rest of her days. Neuro- 
genic trends almecst invaribly are present. 
Nervous tension, anxiety, worry, the pres- 
ence of crowds, introspection, insomnia, un- 
happiness, family difficulties and dissipatio 
in one form or another have been given a 
causes which precipitated the abdomina 
complaints. The symptoms usually mak 
their appearance early in life, but they ma 
be precipitated by any nervous strain, at an: 
time of life. 

It becomes apparent then, that many type 
of colonic stimulation disturb colonic func 
tion, and when the delicately balanced nerv: 
control of this hollow viscus is recalled, ther: 
should be small wonder at the variety o 
symptoms produced. It follows also tha 
disturbances of other parts of the body, b: 
they from organic disease or from functiona 
over-stimulation, may have direct, immedi 
ate, and at times prolonged, effects on the 
large intestine. 
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In a broad sense, it may be said to result 
in a combination of “drive” (vagus or para- 
sympathetic) and “brake” (the sympathetic 
system). When the two are in proper bal- 
ance, normal peristalsis proceeds quietly and 
painlessly, and we are completely uncon- 
sious of any digestive activity. If, however, 
the “drive” is too great, we can have over- 
active peristalsis with diarrheal tendency, or 
varadoxically, such spasticity and overcon- 
traction of the colon that no propulsion oc- 

urs, and “spastic constipation” results. If 
he “brake” is overactive, it may result in 
tonic constipation. 


It has been thought that abnormal posi- 
ions and unusual mobility of portions of the 
urge intestine have been the basis of many 
f the symptoms discussed under this head- 
ng. However, anyone who has done many 
‘Juoroscopic and X-ray examinations of the 
gastro-intestinal tract using opaque media on 
oth well and ailing patients has demonstrat- 
ed how rarely diagnoses of enteroptosis, 
2astroptosis, or coloptosis are justified. Po- 
sitions of viscera vary with individuals, and 
their natural physical build and nervous 
make-up usually determine the position of 
their internal organs. 


It follows then, that abdominal complaints 
are not the result of abnormal mobility of the 
ceacum or of ptosis of the colon, but rather 
that such complaints and abnormal positions 
of the organs are the result of a person’s 
particular build and heredity. 


FACTORS AFFECTING THE BOWEL 
FROM THE INSIDE 


Naturally the inside factors are mainly 
food, but must include laxatives and other 
locally acting medicaments. Feod is taken 
into the stomach, a mixture of liquid and 
solid. By addition of the gastric juice, with 
its chemical and enzymatic effects, the food 
becomes liquid before leaving the stomach. 
Thus it has been prepared for assimilation 
in its passage through the small intestine. 
The actual assimilation takes place through 
the involved and complicated mechanism of 
propulsive and segmentative peristalsis, 
which exposes the food to the villous ab- 
sorptive surface of the small intestine. Fin- 
ally, still as a liquid, the residue is poured 
into the cecum and right colon. It is now 
devoid of any further food values, and is 
ready to be eliminated from the body, the 
sal after the “wheat” has been separat- 
eu, 

Colonic function from now on is a com- 
bination of dehydration and expulsion. In 
he ascending colon and a portion of the 
transverse colon, absorption of water slowly 
akes place until the mass is partly dehy- 
drated. Then this mass is moved rather 


quickly in “rushes” to the descending colon 
and sigmoid, where gradually and slowly 
again dehydration continues until a formed 
compact fecal mass results. When this mass 
reaches sufficient bulk to “trip the trigger” 
of peristaltic action, the sigmoid passes the 
stool into the rectum, and it is extruded by 
rectal contraction and anal relaxation. Nor- 
mally the stool is soft enough to pass easily 
but firm enough to retain its cylindrical 
shape, and is compact enough to sink in 
water. It has been variously described as 
“cigar-shaped”—or of the consistency of but- 
ter at room temperature. 

It is at once evident from these facts that 
if the propulsion of the fecal material 
throngh the colon is too swift, insufficient 
time for dehydration is allowed and the 
stool will be loose or liquid. On the contrary, 
if the propulsion is too slow, too much de- 
hydration will occur and a hard ball-like 
stool will result. It also follows that if the 
stool is of normal consistency, the bowel is 
moving at the right rate, whether it be once 
a day—several times a day—or once in two 
or three days. It is not the frequency of 
bowel movement which determines normal- 
ity, but rather the consistency of the stool 
actually passed. 

The inside factor which stimulates the 
colon to act is the presence of bulk or residue 
in the right colon. In general, the rule holds 
that the greater the bulk, the greater the ac- 
tivity. The normal individual eating a mixed 
diet has sufficient residue from his vege- 
tables and fruits to cause just enough peri- 
staltic action to push this residue forward 
at the right rate so that a normal stool re- 
sults. 


TIME TABLE OF DIGESTION 


An explanation of the “time table” of the 
passage of food from stomach to anus helps 
many patients to understand their physiolo- 
gy and to overcome their fears of “improper 
elimination.” Food eaten yesterday as three 
meals, breakfast, lunch and dinner, was 
passed through stomach and small intestine 
during yesterday and last night, and its resi- 
due is being poured into the right colon this 
morning. During today and tonight the colon 
will move this residue, at first slowly, to the 
ascending colon and hepatic flexure—then, 
later, by “rushes” into the left colon and sig- 
moid. Here it will be gathered together as a 
mass and will be passed as tomorrow’s move- 
ment. 

The colon is never normally empty. One 
day’s stool is at the rectum while the next 
day’s stool is in the cecum and ascending 
colon. If a cathartic is taken tonight on re- 
tiring, it hastens the whole process in the 
small intestine—strikes the colon early to- 
morrow morning—causes the colon to act 
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faster than normal, and when the bowel 
movement does occur, it is the combination 
of tomorrow’s stool with the next day’s stool. 
The patient is gratified by the large and 
“satisfactory results,” little realizing that it 
is really two days’ movement. If, on the 
next day, the bowel does not move because 
it has not had time to “catch up,” our pa- 
tient is likely to resort to another cathartic 
because he is “constipated.” Many patients 
thus start the pernicious habit of daily 
cathartics. 


DIAGNOSIS 


The most important step in the diagnosis 
of irritable colon is careful taking of the 
history. One must often listen to an elabor- 
ate and painfully long recitation of com- 
plaints. All symptoms of a hypersensitive 
nervous system with particular reference to 
the abdomen, are possible. At times pain is 
severe, and occurs with extreme suddeness, 
and only careful observation will distinguish 
it from that of intrinsic organic disease. Ir- 
ritable colon at times has been confused with 
stone in the gall bladder, renal colic, appen- 
dicitis, girdle pains of tabes dorsalis, peptic 
ulcer, or even angina pectoris. More com- 
monly, however, there is annoying and per- 
sistent distress which is frequently tempor- 
arily or at least partially relieved by any- 
thing which decreases intra-abdominal pres- 
sure such as belching, passage of flatus, 
having a bowel evacuation, or micturition. 
However, the taking of alkalies does not give 
relief unless this is followed by belching, and 
the taking of food usually gives rise to 
increased distress, these patients frequently 
abstaining from food for fear of inducing 
pain. Abdominal soreness is frequently 
present and is most commonly centered over 
the sigmoid but may be located anywhere 
over the course of the colon. Constipation 
is the usual finding, however the patient may 
have regular bowel movements, diarrhea, or 
there may be periods of constipation alter- 
nating with mild diarrhea. As a result of 
an inadequate diet and many other causes, 
a patient of this type may go without a 
movement of the bowel for several days; 
then he will take a laxative and this may be 
followed by passage of many loose stools. He 
then wonders why no movement occurs for 
several days and will repeat this procedure. 
A vicious cycle of this type, once established, 
is difficult to interrupt. Many of these pa- 
tients will pass visible mucus with the stool, 
or frequently separate from it; this is a 
most distressing symptom to many of these 
people, to most of them the thought never 
having occurred that the mucus might have 
a function. The associated systemic com- 
plaints have included headaches, vertigo, 
coarse tremors of the hand, breathiess 


awakening at night, chewing of fingernails, 
fainting at work, nausea, rapid talking and 
sensations of weariness and weakness. Dys- 
pepsia, hyperacidity, pylorospasm, brady- 
cardia, tachycardia, and cardiac arrythmia 
are commonly seen. 

Even when patients realize that the intes- 
tinal upsets seem to be the result of nervous 
tension, it is still difficult for them to under- 
stand that there is not some basic derange- 
ment of the bowel. In ali such cases, the 
value of following a definite program of ob- 
jective investigation cannot be over empha- 
sized. The patient is anxious, much dis- 
turbed about his condition, perhaps has 
received many opinions concerning his 
trouble, and various kinds of treatment. 
Here it is very important to have the pa- 
tient leave the physician’s office feeling that 
“that was the most thorough examination he 
ever had,” an attitude which goes far to- 
ward directing proper treatment. 

The physical examination may not reveal 
very striking abnormalities. The facies may 
be anxious, the heart and lungs may be en- 
tirely negative, but frequently the colon, and 
particularly the descending colon, will ap- 
pear rope-like at intervals. Careful digital 
examination of the rectum may reveal minor 
disturbances such as cryptitis, papillitis, 
poor sphincter control, or large rectocele, all 
having a bearing on the ease of emptying 
the rectum. Gross and microscopic exami- 
nation of the stools should be carried out 
before any interference with intestinal 
habits has taken place; that is, the patient 
should pass a stool for inspection without the 
aid of aperients or enemas. The presence of 
mucus is characteristically the outstanding 
abnormality. For microscopic examination 
and the finding of unusual bacteria or para- 
sites, a liquid stool, obtained after admini- 
stration of a small dose of salts is most satis- 
factory. 

Finally, other laboratory tests and instru- 
ments of diagnosis can be brought into play. 
Roentgenologic examination of the thorax is 
advisable to be sure incipient tuberculosis 
does not exist. Complete studies of the blood 
and urinalysis, should be performed. In 
many cases analysis of the gastric content is 
indicated. Proctoscopic examination always 
should be done. It will reveal an essentially 
normal mucous membrane, somewhat con- 
gested with adherent patches of mucous 
Roentgenologic examination of the colon af- 
ter barium enema, in turn followed by thor- 
ough emptying of the colon usually should 
be the final step of the examination. 


TREATMENT 
Btand Diet 


With the physiological background o° 
spastic colon in mind, it is evident that in 
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its treatment whatever food or medication 
enters the digestive tube should be of a non- 
irritating and soothing type. The bland or 
“smooth” diet is used at the beginning of 
treatment. Eggs, meats, fish, fowl, shellfish, 
soups, milk, buttermilk, cheese, “white” 
cereals (rice, farina, cream of wheat), white 
breads, white crackers, macaroni or spaghet- 
ti, sponge cake, angel food, custards, pud- 
dings (such as rice, tapioca, or corn starch), 
gelatins, potatoes, bananas, avocado pear, 
ruit juices, tea, coffee, and cocoa—these 
yrm the basis ef the diet on which the pa- 
tient starts. 
No coarse breads, no vegetables either 
»oked or raw, and none of the fruits either 
ooked or raw are allowed because of their 
ellulose. Syrup, fudge sauces, heavy frost- 
ings on cakes, and candies, are avoided be- 
.use of their tendency to increase fermenta- 
ion. Nuts, spices, condiments and pickles 
also are offenders. However, it makes little 
difference in this group of cases whether 
foods are fried, broiled, or baked. Allowing 
properly fried foods often removes one of the 
hbugaboos that the patient has, and widens 
his choice of foods to advantage. 


Bulk Producers 


With the bland diet as given, the residue 
in the colon is at a minimum and some means 
must be found to stimulate colonic peristal- 
sis. Cathartic drugs, such as cascara, phe- 
nolphthalein, senna, magnesia and salines, 
must be strictly avoided since they irritate 
the mucous membrane of the colon much 
more than would the foods that have been 
omitted from the diet. But the various bulk 
producers may be used safely because they 
act in a physiological way, and are non-ir- 
ritating to the membrane. They have the 
common property of absorbing water in the 
stomach to form gelatin-like masses which 
mix with the food in the passage through 
the small intestine. They are not absorbed, 
however, but are discharged into the right 
colon to form the bulk which is needed to 
initiate peristaltic activity. As they pass 
through the colon their physiochemical com- 
position allows them to retain their moisture 
and give the stool a soft, easily molded con- 
sistency. They act—not as a drug—but by 
mechanical means and therefore do not 
“wear out” in their effect. They can be used 
indefinitely without leading to congestion or 
injury of the colonic lining. Patients taking 
bulk producers should be cautioned to take 
adequate quantities of fluids simultaneously, 
that is, eight to ten glasses a day. 

Examples of bulk producers are agar-agar, 
in finely powdered form, in flakes, or in 
cereal-like form; derivatives of psyllium 
seeds, such as Metamucil, Konsyl and Muci- 
lose; Kabaya preparations, such as Kaba, 


Siblin and Mucara. The usual dosage of 
these various products is two to three heap- 
ing teaspoonfuls a day. If the entire amount 
is taken in one dose, a feeling of some full- 
ness may follow, hence it is best to give two 
er three smaller doses spaced through the 
day. Patients vary in the amount needed to 
secure bowel action, and large doses may be 
used without fear. Mineral oil has been 
widely used as a means of combating the 
hard scybalous stools and when used in small 
doses is of great help. However, it should 
not be depended upon alone to get bowel 
action, as it interferes somewhat with food 
assimilation and with absorption of some of 
the fat-soluble vitamins. 
Additions to Diet-Drugs 

The patient is kept on this regimen of diet 
plus bulk producer with fluids for a variable 
period depending on the improvement. Many 
patients have to remain on the bland diet 
more or less indefinitely, and in that case 
vitamins must be given separately to prevent 
deficiencies. As the gas, abdominal pain and 
local discomforts subside, additions are grad- 
ually made to the diet. First, coarse breads 
and cereals, then the milder’ cooked vege- 
tables and cooked fruits, later raw vegetables 
(salads) and finally raw fruits are used to 
build up the diet. We aim to have the broad- 
est diet that the patient can tolerate. If, for 
instance, an addition of vegetables is made 
too soon and increased discomfort results, we 
step back to the blander level for a week— 
or a month—more, and then try the addition 
again. The constant aim is to have the colon 
act with just that speed that results in the 
formed, normal stool. If the stools are loose 
and frequent, we reduce the amount of bulk 
producer, or the amount of roughage in the 
diet. 

Drugs are used for their effect inside the 
bowel and include calcium carbonate, kaolin, 
colloid alumina, and preparations such as Ka- 
omagna— bismuth subnitrate. Rectal instil- 
lations of olive oil or mineral oil are of help 
if hemorrhoids or fissures are a complication. 
Enemas should be used to give temporary 
help for constipation. For these, normal 
saline is preferable to soapsuds, and small 
amounts—one to two pints—are less irritat- 
ing than large amounts. Colonic irrigations 
except as an occasional temporary measure 
are to be avoided. 

Treatment of the Nervous Element 

Considering now the influences that affect 
the colon from the outside, we must treat 
the nervous elements of the patient’s prob- 
lem. Sympathetic discussion of his emotion- 
al situation is of extreme help. Allowing a 
patient to pour out his worries, his hurt feel- 
ings, or his resentments will give him relief 
and comfort. At times, it will be possible 
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to give actual help in adjustment of some of 
his difficulties. Reassurance as to the un- 
importance ef various phases of his illness, 
explanation of his symptoms, so that fear as 
to what they might mean will be allayed, and 
simple elucidation of the physiological back- 
ground for the diet and medication will gain 
his confidence and assure enthusiastic co- 
operation. Adjustment to his routine of 
work so that more time is given to relaxation 
or hobbies is a part of re-educating the pa- 
tient to meet his responsibilities without ap- 
prehension. The establishment of a habit 
time for going to stool is of extreme im- 
portance. Attention must be given to sleep 
habits, and sedation should be used if neces- 
sary. Above all, allaying of fear, and reas- 
surance, are the fundamentals in helping 
these people to a more normal attitude to- 
ward life. 

Specifically, certain “digestive” fears are 
commonly met with in these patients. One 
is the fear of being poisoned by retained 
feces, the fear that if daily evacuation does 
not occur, dire ill health will result. This 
may be combated by explaining that the nor- 
mal colon is lined by a membrane which is 
protective and absorbs practically nothing 
but water—and which acts as a barrier be- 
tween the products of fermentation and 
putrefaction, inside the colon, and the blood 
stream outside. By explaining further that 
the whole object of our treatment is to re- 
store the colon wall to a normal state by 
soothing diet and medication, we get from 
our patient a more complete cooperation. 


The patient must be reassured that, al- 
though during the first few days or weeks 
of his treatment he may have many distress- 
ing symptoms of gas, abdominal pressure, 
even pain, and the bowels will not move reg- 
ularly, this stage is a preliminary through 
which he must go to reach the more comfort- 
able stages later. In following these cases 
from week to week, it is common to have a 
patient report, at the end of the first week 
that the bowel moved daily and very satis- 
factorily. At the next report, a week later, 
however, discouragement has developed be- 
cause the bowel has moved irregularly or 
only with some such help as with an enema. 
The fear enters the patient’s mind that the 


diet, or the bulk producer has “worn out.” 
The explanation should be made that the 
colon during the first week was still so ir 
ritable and “touchy” from the previou 
cathartics or rough diet that it reacted t 
the amount of bulk producer used. By th 
second week it had recovered enough so tha: 
its irritability was lessened, and more bul) 
was needed to cause evacuation. A simpl 
increase in the amount of bulk producer, o 
addition of some of the rougher foods i 
usually all that is needed to correct thi 
phase. 

Another common fear is that the bowel 
are not moving enough—that the stools ar 
not large enough considering the meals 
eaten. The answer is that these patient: 
have been having loose watery stools, eithe: 
from cathartics or rough diet, and are ex 
pecting too much, now that the stool is com- 
pact and free of fluid. 

The drugs that are helpful in the nervous 
control of these cases are: (1) sedatives 
such as phenobarbital, bromides, or even 
codeine; (2) antispasmodics, such as tinc 
ture of belladonna, atropine, trasentin, syn- 
tropan, novatropin, calcium gluconate, and 
opium derivatives such as paregoric. Other 
measures are heat to the abdomen, by hot 
water bag, by electric pad, or by diathermy. 

The outlook for improvement in spastic 
colon, if it is treated patiently and persist- 
ently, is definitely good. The course will be 
irregular—some weeks better, some not so 
well, but he should be told that weeks rather 
than days should be his measure of improve- 
ment. Each case is of course a different 
problem, with varying emphasis put on 
various symptoms. But with a proper under 
standing by both physician and patient of 
the physiology of the digestive tube, and by) 
stressing the neurological aspects of the con 
dition, careful treatment will lead to gratify 
ing success. 





‘*A good home or school uses a minimum of compu 
sion and a maximum of persuasion, and a church ha 
no compulsion at all at its disposal, only persuasion t 
rely upon. ... yet age after age, while empires ris 
and fall, these three go on—homes, schools, churches—th 
major builders of all the real goodness that mankin 
has.’’—Harry Emerson Fosdick. 
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Diagnosis and Treatment of Gall Bladder Disease 


D. D. PAULUs, M.D. 
OKLAHOMA CITY, OKLAHOMA 


The diagnosis of acute cholecystitis in the 
bsence of any history of a previous attack 
3 often very difficult. Pain is the most con- 
tant feature present. It is a constant dull, 
eavy feeling in the upper abdomen, more 
specially in the epigastrium and under the 
ight rib margin. The pain may be so se- 
ere as to require hypodermics for several 
lays. Associated with this pain there is 
1ore or less constant nausea and generally 
omiting. 

The abdomen is distended with gas and 
the lack of bowel action may simulate acute 
bowel obstruction. Fever, malaise, weak- 
ness, prostration, generally accompany the 

condition. Abdominal rigidity, at first more 
or less generalized, may lead to confusion 
with acute appendicitis or ruptured peptic 
ulcer, or other acute surgical abdominal con- 
ditions. An acute retrocecal appendicitis, 
where the tip of the appendix lies under the 
edge of the lower border of the liver, may 
simulate acute cholecystitis very closely, es- 
pecially in the first twenty-four to thirty-six 
hours. Later, however, in an acute gall blad- 
der condition the tenderness and rigidity be- 
come more or less localized in the upper right 
quadrant. Another condition which may lead 
to confusion is an attack of coronary throm- 
bosis, especially in those cases where the 
pain is localized under the lower end of the 
sternum and in the epigastric region. 

The gall bladder usually is distended and 
when the rigidity begins to disappear one 
may be able to palpate a tender, pear-shaped 
mass. 

Some jaundice may be present at times 
but it is not pronounced unless the condition 
is complicated by common duct obstruction 
of some sort. The use of the Lyon tube for 
diagnostic purposes may naturally aid in the 
diagnosis but is generally not practical be- 
cause of the profound nausea and vomiting 
that is present. Similarly, the use of the 
X-ray—either through dye by the oral route 
or intravenously—is not practical or may be 
‘ontraindicated because of possible associat- 
‘d acute hepatitis and cholangitis. 

If the acute condition does not subside 
vithin a few days, then watch out for some 


complication. If the process is an acute ful- 
minating one from the beginning, an acute 
empyema or a phiegmonous gall bladder is 
to be kept in mind. 

In discussing the symptoms and diagnosis 
of chronic gall bladder disease, three sub- 
divisions may be made since the treatment 
followed will depend to a great extent upon 
the subdivision into which any case might 
fall. These three subdivisions are: (1) Gall 
bladder disease dyspepsia without colic or 
stones. (2) Gall bladder disease with recur- 
rent colic but no stones. (3) Gall bladder 
disease with stones. 

The symptoms of gall bladder dyspepsia 
without colic are a prolonged feeling of full- 
ness in the epigastrium or so-called “bloat” 
after meals, more especially after a full meal. 
Belching of gas, sour, bitter or burning eruc- 
tations. An uneasiness or unrest through 
the abdomen, only partially relieved by tak- 
ing an enema. There are no severe colicky 
pains through the abdomen in this group, 
but these may be some mild colicky pains 
more especially through the lower abdomen, 
due to spasm of the intestine. 

Associated with the above symptoms, in- 
tolerance to some foods is common, such as 
fats, fried foods, cabbage, onions, beans and 
pork. Constipation is frequently present but 
by no manner of means the rule. 


All of the above symptoms, while present 
in gall bladder disease, are also found in the 
so-called “colitis” cases. Gastro-enterologists 
prefer to call this condition “the irritable 
colon” since no real inflammation exists in 
the colon and persistent diarrhea is absent. 
The typical neurogenic irritable colon syn- 
drome consists of a history of irregular 
bowel habits, frequent use of cathartics and 
the presence of mucus in the stool in many 
instances. Abdominal pain and tenderness 
is present and is variable in degree and 
shifting in character. Such patients are 
constantly aware of their intestinal activi- 
ties and have been aptly called “bowel con- 
scious.” They show the same intolerance 
to certain foods as the gall bladder disease 
dyspepsia cases. On the other hand, the ir- 
ritable colon cases usually show a good re- 
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sponse to treatment with a bland diet, anti- 
spasmodics and bland bulk-forming drugs. 
Another condition which may be confused 
with dyspepsia of gall bladder disease is 
the aerophagia of the nervous individual. 
The alert clinician should, however, readily 
recognize these cases. 


To differentiate the latter from gall blad- 
der dyspepsia and the neurogenic irritable 
colon syndrome frequently becomes a diffi- 
cult problem. Unfortunately the laboratory 
and X-ray will not help us a great deal until 
the gall bladder disease has progressed to the 
second subdivision or the gall bladder dys- 
pepsia with colic. Surgery in the first sub- 
division is disappointing. 

In the gall bladder disease with colic, we 
may be able to obtain a history of recurrent 
attacks which materially aids in arriving at 
& more definite conclusion. The attacks of 
recurrent colic come on gradually, last a 
variable period of time, even for several 
days, and the colic may be due to reflex 
pylorospasm or the so-called biliary stasis 
due to spasm of the sphincter at the ampulla 
of Vater. Associated localized pain, tender- 
ness and rigidity are the rule. The pain 
and rigidity disappear, leaving localized 
tenderness for several days or longer. The 
patient may be free from dyspeptic or other 
symptoms. During the attack slight fever, 


generally nausea and sometimes vomiting 
are present. 


Uncomplicated gall bladder disease with 
stones cannot be differentiated clinically 


from cases of colic alone. A very abrupt 
onset of pain, requiring several hypodermics 
of morphine for immediate relief, is certain- 
ly indicative of stones. When complications 
such as associated common duct stone occur 
the accompanying jaundice in most cases will 
further support the diagnosis. 


Diagnostic methods in gall bladder disease 
consist of a careful, painstaking history and 
thorough physical examination in addition 
to laboratory data and cholecystography. 
The use of the diagnostic duodenal drainage 
tube has not been very helpful in our ex- 
perience and has been practically discon- 
tinued. 


It is admitted, however, that when used, 
the demonstration of cholesterol and calcium 
bilirubinate crystals in combination should 
make the diagnosis of stones fairly accurate. 

Cholecystography is accepted as an exceed- 
ingly reliable aid in the diagnosis of gall 
bladder disease. It is not only a test for the 
functional integrity of the gall bladder but 
if the viscus fills with the opaque bile organic 
changes are often directly demonstrable. It 
should be stated, however, that it is a method 
that requires punctilious observance of tech- 


nical details and experienced judgment in 
interpreting the finished cholecystogram. 


It is not necessary here to go into the 
technical details of the method of using the 
dye nor the technique used by the roentgen- 
ologist to obtain the proper cholecystograms. 
Suffice it to say that the method we employ 
is the double dye technique. The patient 
eats an ordinary meal at noon and takes a 
dose of the dye in grape juice after the mea! 
is finished. For his dinner or supper in the 
evening, he gets a fat free diet and takes a 
second dose of the dye. Early the next mor- 
ning he takes an ordinary soapsuds enema 
and omits his breakfast. He presents him- 
self for the first picture at 8:00 A.M. A 
second picture is made at 10:00 A.M., and 
then he is given a fatty meal or a glassful of 
milk and cream, “half and half,” and the 
final picture is made two or two and one-half 
hours later. 


In a patient of average weight or below 
average weight, the normal cholecystogram 
series will show that the gall bladder shadow 
is of normal density throughout; that it is 
smooth in contour; and that a comparison of 
the first and second pictures shows a change 
in size and position of the gall bladder. Gen- 
erally, the concentration of the dye is great- 
est in the second or 10:00 o’clock film. After 
the fatty meal the gall bladder should be at 
least partially or almost completely empty. 
Too much emphasis has been placed on this 
last question of the ability of the gall bladder 
to empty itself. We now know that the gall 
bladder may not empty itself even within 
tweny-four hours, due to constant re-absorp- 
tion from the intestinal tract. 


If the gall bladder fails to fill with the 
opaque bile or dye, then the gall bladder 
should be considered pathologic, provided, of 
course, that all sources of error have been 
eliminated ; namely, that the patient has fol- 
lowed directions properly, that he has not 
vomited within thirty minutes after taking 
the dye, and that gas in the colon is not ob- 
scuring the gall bladder shadow. If gas 
partially obliterates the gall bladder in the 
8:00 o’clock film he is given pitressin and 
the film repeated in thirty or forty minutes 
We have never seen any ill results from th« 
use of pitressin, but it should be used wit! 
caution in the marked hypertensive individ 
uals or old and debilitated patients. 


If the shadow of the opaque bile filled gal 
bladder is only very faint and the outlin 
hardly discernible, but is of normal size an 
is smooth in contour, then we should ascer- 
tain whether the patient is considerably) 
overweight or obese. Frequently in this typ« 
of patient the shadow may lie high up under 
the liver. 
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If the last film shows this shadow to be 
materially reduced in size due to partially or 
almost complete emptying, we still may have 
a fairly good functioning gall bladder. 
Should, however, the shadows in all three 
films be the same size and density then the 
shadow is probably due to the gall bladder 
outline itself without any dye in it. Such a 

ase suggests a distinct non-functioning gall 
ladder, but it should be rechecked at a later 
ate without using the dye, to make sure 
hat the interpretation is correct. Such cases 
are not common, however. It is also to be 
membered that functional abnormalities of 
ie gall bladder are often temporary. The 

ill bladder that fails to fill with opaque bile 

‘dye today may show a comparatively good 

unctioning gall bladder a month later. 


Should the shadow of the opaque, bile- 

led gall bladder show considerable mottling 
and an uneven or irregular contour, it may 

» due to pericholecystic diseases, either 
‘om intrinsic or extrinsic causes. All such 
ases should have an X-ray of the stomach 
and duodenum to further clarify the condi- 
tion, if possible. 


All of this may sound somewhat confusing 
but briefly stated it may be said that if no 
shadow of the gall bladder can be seen, or 


in it is visible but faint, experience has prov- 
ed that with few exceptions the cause is 
chronic cholecystitis, with or without stones. 

When gall stones are present and the dye 
fails to depict a gall bladder shadow, as is 
often the case, stones nevertheless may often 
be demonstrated as dense or transradiant 
spots. In a very large number of cases, gall 
stone shadows though present will not be 
visible. In those cases where the stones are 
present and the gall bladder fills with the 
opaque bile or dye, it will not be difficult to 
determine the presence of the stones. The 
calcium stones will cast dense shadow spots, 
and the cholesterol stones will be seen as 
transradiant areas. When looking for stones 
the last film, when the gall bladder is partial- 
ly empty, is the one to examine most careful- 
ly since they are much easier to depict than 
in the first two films. The complication of 
stones in the common duct, associated stones 
in the gall bladder, or common duct stones 
after a previous cholecystectomy, will not be 
covered in this paper. 

In conclusion, we may say that symptoms 
of gall bladder disease are extremely varia- 
ble in a very large proportion of cases and 
that the diagnosis depends on a careful 
history and examination, supplemented by 
cholecystography which lends valuable aid. 
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* THE PRESIDENT’S PAGE °* 








The Nineteenth Session of the Oklahoma Legislature is now in session, and a new 
Chief Executive has been inaugurated into office. 


Robert S. “Bob” Kerr, as Governor, has already conclusively proved that he is close 
to the needs of the people in the matter of public health and medical care by virtue 
of the statements made in his address to the Legislature. 


Bob Kerr has taken a stand concerning the University of Oklahoma School of Med- 
icine that has been needed since statehood—adequate appropriations. Adequate appro- 
priations must be secured from the Legislature or the school should be discontinued. 


While it should not be the sole responsibility of the medical profession, and particu- 
larly Oklahoma City physicians, to be apprehensive about the future of the School, nev- 
ertheless, it cannot be denied that our obligation as a profession is to protect the health 
and welfare of the people and certainly a fight for the school and its teaching hos- 
pitals falls in this category. 


Governor Kerr is sincere in his efforts, and he is entitled to the unqualified support 
of every physician. 


Sincerely yours, 


ea 


President. 
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For timely and effective control of Scarlet Fever... 


Treatment .. . 
SCARLET FEVER STREPTOCOCCUS ANTITOXIN 
(GLOBULINI@E eg DIMODIFIED) 


Prevention ... 
SCARLET FEVER STREPTOCOCCUS TOXIN 
Lederle 


ODAY ANTITOXIN THERAPY may be administered with comparative safety 

—for both mild and severe scarlet fever. ‘The advanced process of serum 
refinement by Parfentjev of Lederle Research Laboratories has greatly re- 
duced the incidence of serum sickness!. This Globulin-Modified antitoxin 
usually brings about a sharp drop in temperature and prompt disappearance 
of symptoms*’. Early administration is advised to thwart the development 
of complications‘. 

In infected, susceptible persons, “Scarlet Fever Streptococcus Antitoxin 
Lederle’ may be injected for prophylaxis, and a passive immunity is produced, 
lasting about two weeks. However, this temporary measure must be followed 
one week later by active immunization for lasting protection. 


“Scarlet Fever Toxin Lederle,” for active immuniza- 
tion, is a highly potent and carefully standardized 
preparation. Complete immunization can be achieved 
only if a full course of undivided doses is given. By such 
a method 90-95% of individuals may be rendered 
Dick-negative, the majority remaining so for as long 
as 12 years‘, 

Some recommend that every child be given a Dick 
test on entrance to school or an institution, and that 
a record be kept of the result5. Dick-testing and 
immunization of susceptible individuals is indicated® 
in emergencies such as threat of an epidemic. It is 
a timely procedure for the large numbers of children 
who are being moved, in many parts of the country, 
into over-crowded war-plant areas. 

‘xoyis, F. G.: Am. J. Dis. Child, 64:95 (July), 1942; 64:145 
(Aug.) 1942. 

*ror, F. H., and YOuNG, D. c.: J.A.M.A. 117:2056 (Dec. 15) 1941. 
*PALMER, L.: Kentucky M. J. 40:254 (July) 1942. 

‘mecnick, T.: Arch. Pediat. 59:90 (Feb.) 1942. 


SHOYNE, A. L.: Illinois M. J. 81:12 (Jan.) 1942. 
*THOMPSON, Cc. G.: Connecticut M. J. 5:736 (Oct.) 1941 
PACKAGES 
Scarlet Fever Streptococcus Toxin Lederle 
l complete immunization: 5 vials of 650, 2,500, 10,000, 
30,000 and 100,000-120,000 S. T t 
10 complete immunizations: 5—10 cc. vials 
Dose No. 5 for supplementary immunization: 1—1 cc. vial 
containing 100,000-120,000 S. T. D. 
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-EDERLE LABORATO , INE., Rockefeller Plaza, New York, N. Y. 





The JOURNAL Of The 


OKLAHOMA STATE MEDICAL ASSOCIATION 


EDITORIAL BOARD 
L. J. MOORMAN, Oklahoma City, Editor-in-Chief 


E. EUGENE RICE, Shawnee 


NED R. SMITH, Tulsa 


MR. R. H. GRAHAM, Oklahoma City, Business Manager 


CONTRIBUTIONS: 
publication including those read at the annual meetings of 
the State Association are the sole property of this Journal. 

The Editorial Department is not responsible for the opin- 
ions expressed in the original articles of contributors. 

Manuscripts may be withdrawn by authors for publication 
elsewhere only upon the approval of the Editorial Board. 


MANUSCRIPTS: Manuscripts should be 
double-spaced, on white paper 8% x |! inches. 
copy, not the carbon copy, should be submitted. 

Footnotes, bibliographies and legends for cuts should be 
typed on separate sheets in double space. Bibliography list- 
ing should follow this order: Name of author, title of 
article, name of periodical with volume, page and date of 
publication. 

Manuscripts are accepted 
revisions and with the understanding that they 
been published elsewhere. 


Articles accepted by this Journal for 


typewritten, 
The original 


subject to the usual editorial 
have not 


Local news of interest to the medical professior 


NEWS: 
births, deaths and weddings will b 


changes of address, 
gratefully received. 


Advertising of articles, drugs or con 
the Council on Pharmacy of th 
Advertising rates will b 


ADVERTISING: 
pounds unapproved by 
A.M.A. will not be accepted. 
supplied on application. 

It is suggested that members of the State Associatio 
patronize our advertisers in preference to others. 


SUBSCRIPTIONS: Failure to receive The Journal shoul 


call for immediate notification. 


REPRINTS: Reprints of original articles will be supplie 
at actual cost provided request for them is attached t 
manuscripts or made in sufficient time before publicatior 
Checks for reprints should be made payable to Industria 
Printing Company, Oklahoma City. 


Address all communications to THE JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION, 
210 Plaza Court, Oklahoma City. 


OFFICIAL PUBLICATION OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 
Copyrighted February, 1943 


EDITORIALS 


THE NATIONAL PHYSICIANS COMMIT- 
TEE AND AMERICAN MEDICINE 


The angel of professional) security first 
stirred the waters of ideal medical service at 
the bedside of the humble, the poor and the 
obscure wherever they were found. Luke 
Field’s brush caught the spirit of this service 
when he painted the well-known picture en- 
titled “The Doctor.” In this striking por- 
trayal, the kindly face, contemplating the 
fate of a sick child, is supposed to be that 
of Dr. James Clark (later Sir James), who 
rendered valuable voluntary medical service 
to the immortal John Keats as he lay dying 
of tuberculosis in the Piazza di Spagne in 
Rome. It was this good doctor who steered 
the lonely Keats through the shadow of the 
night and saw him silently removed “from 
the contagion of the world’s slow stain.” 

The chief slogan of the National Physi- 
cians Committee is the “doctor and patient 
relationship.” The members of this Com- 
mittee and the doctors they represent should 
remember that to make this an effective slo- 
gan, it must first be a living reality in the 
American home, ranging from the widow’s 
hovel to the plutocrat’s palace. It is well for 
the Committee to keep this in mind. 


OPPORTUNITY IS KNOCKING AT 
YOUR DOOR 


Every doctor in the State should be in- 
terested in the forthcoming Institute on War- 
time Industrial Health to be held in Tulsa 
on March 18 and in Oklahoma City March 
19. 

Your attention is called to the program 
which appears in this issue of the Journal. 
It promises interesting and constructive dis- 
cussions with authoritative speakers. These 
two educational assemblies should be large! 
attended by the members of the State Mec- 
ical Association. 

In the past, Oklahoma doctors have been 
concerned primarily with the diseases cause:! 
by infections and those resulting from degen- 
erative and metabolic conditions. But sud- 
denly war has placed big industry upon ou 
doorstep, and we must welcome and nurtur 
it. In addition to our accustomed medic: 
knowledge, we must learn much about indus 
trial hazards, their potential evils and their 
prevention. Also, we must learn how to i 
terpret symptomatology and pathology in th 
light of noxious gases, dust, fumes, solvents, 
metals and many other occupational hazard: 

Today the average doctor is not prepare: 
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to meet the challenge of industrial medicine 
which has been so rudely thrust upon him. 
There is so much that is new and so much 
not taught in medical schools that it becomes 
necessary to supplement medical education 
with additional knowledge such as this Insti- 
tute provides. 

When occasion arises, it is the doctor’s 
duty to recognize industrial hazards and to 
ecommend proper preventive measures. It 
s equally encumbent upon him to understand 
ind to teach industrial hygiene in order that 
vorkers and their families may have ade- 
juate protection against the handicaps of oc- 
‘upational diseases. For the duration, this 
s particularly important in that it should 
help prevent absenteeism in war industries. 

“We must beat the iron while it is hot; 
ut we may polish it at leisure.” (Dryden). 

The industrial health forge is hot, the iron 
s ready for the hammer, the dates are — 
Tulsa, March 18; Oklahoma City, March 19. 





THE INJUSTICE OF JUSTICE 


When the Supreme Court of the United 
States upheld the conviction of the American 
Medical Association for its opposition to a 
questionable type of medical service, Themis, 
the Goddess of Justice, opened her eyes in 
astonishment. “This Daughter of the Hea- 
vens,” representing the personification of 
“that divine law of right which ought to 
control all human affairs,” lost her Olympian 
poise and longed for the days of the “ven- 
erable deities,”” when with eyes blindfolded, 
it was relatively safe to let her sword rest 
in its sheath — and to hold her scales for 
the accurate baiance of justice which was 
duly meted out. 

Leaving justice out of the question, how 
can the administration reconcile its ambition 
for better medical service with this obstruc- 
tive attitude toward the best medical service 
in the history of the world? 

If Themis had not deserted the Delphic 
oracle, we might learn the answer. 





TOXIC EFFECTS OF SULFONAMIDE 
THERAPY 


Before any one of the sulfonamides is pre- 
scribed, the possible immediate and remote 
toxic effects should be considered. Natural- 
ly editorial comment cannot be comprehen- 
sive, but it can serve as a reminder and a 
warning. 

After more than six years’ experience with 
the sulfonamides, we are warranted in the 
statement that all doctors should be familiar 
with the established indications of these 
crugs and keenly aware of the toxic reac- 
Lions. 


Available figures' indicate that the total 
important toxic reactions for the prepara- 
tions most commonly employed are as fol- 
lows: Sulfathiazole 18.6 per cent, Sulfapy- 
ridine 15.9 per cent, Sulfanilamide 11.9 per 
cent and Sulfadiazine 6.5 per cent. 


Some of the most significant of these reac- 
tions are reported as follows: 

DRUG FEVER—highest in sulfathiazole 
—6 per cent, and lowest in sulfadiazine— 
1.6 per cent. 

SKIN REACTIONS—highest in sulfa- 
thiazole—5.2 per cent, and lowest in sulfa- 
diazine—1.3 per cent. 

Acute HEMALYTIC ANEMIA—highest 
in sulfanilamide—2 per cent, next highest in 
sulfapyridine—1.1 per cent, and very rare in 
sulfathiazole and sulfadiazine. 

LEUKOPENIA—highest in sulfapyridine 
—2.1 per cent, approximately the same in 
sulfanilamide and relatively low in sulfathi- 
azole and sulfadiazine—1.4 per cent. 

HEMATURIA—highest in sulfathiazole-— 
4.7 per cent, approximately the same in sul- 
fapyridine—4.6 per cent, sulfadiazine—1.7 
per cent, sulfanilamide very rare. 

OLIGURIA or ANURIA—highest in sul- 
fapyridine—2.2 per cent, sulfathiazole—1.1 
per cent, very rare in sulfadiazine and sul- 
fanilamide. 

HEPATITIS—trare in all, the highest in 
sulfanilamide—0.6 per cent. 

Common among the minor immediate tox- 
ic effects are nausea, vomiting, dizziness, lack 
of coordination with psychic and motor im- 
balance. These are most common with sul- 
fanilamide and sulfapyridine and occasional- 
ly true psychoses have been observed. 

The question of permanent and remote un- 
toward effects are not yet fully compre- 
hended. Apparently, we may safely pre- 
sume that there will be no residual tissue 
damage or remote ill-effects in cases receiv- 
ing sulfonamide therapy without obvious im- 
mediate toxic reactions. With almost equal 
assurance, we may say that when acute toxic 
reactions occur sensitivity will follow, giving 
rise te recurring reactions in case the same 
drug is subsequently administered, the reac- 
tions occurring more promptly and with 
greater severity. 

Perrin H. Long has called attention to the 
danger of gradual sensitization of our popu- 
lation and the resulting attenuation of the 
great boon which chemotherapy has confer- 
red upon suffering humanity. This possi- 
bility should be accepted as a warning 
against promiscuous sulfonamide therapy 
without specific indications. It is doubtful 
if these powerful preparations should ever 
be given in mild, acute, respiratory infec- 
tions, with the vague hope of preventing 
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more serious secondary infections. But when 
specific indications arise and the race be- 
tween infection and resistance is definitely 
on, therapy should be heroic. Such a thera- 
peutic policy demands careful attention to 
all safeguards including daily observation of 
the patient with acute awareness of the 
danger of toxic reactions and prompt with- 
drawal of the drug upon the first indica- 
tion of such reactions. 

We have discussed only the more severe 
and the most common minor toxic reactions. 
It is to be hoped that this brief discussion 
will lead to a more careful consideration of 
the dangers inherent in these life-saving 
therapeutic agents. 
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MULTI-VITAMIN MANIA 


The medical profession is ever learning 
more about vitamins, but doctors cannot 
keep up with radio criers and magazine writ- 
ers. Having learned much about vitamin 
deficiencies and having established definite 
indications for vitamin therapy in many con- 
ditions, it seems advisable for the medical 
profession to carefully consider the limita- 
tions of vitamin therapy. It is particularly 
important for the family physician to know 
something of vitamin therapy and its limita- 
tions because his patrons are annually spend- 
ing millions for vitamin pills without his 
advice, and many of those who are too loyal 
to dose themselves without his approval 
make bold to suggest that they may need 
vitamins because they are constantly assail- 
ed by misguided publicity and over-enthus- 
iastic salesmen. 

At this season of the year, vitamins are 
squandered with the false belief that they 
will “keep off” colds. Every doctor should 
read “Vitamins for the Prevention of Colds” 
in the December 19, 1942, issue of the Jour- 
nal of the American Medical Association. 

The authors report a controlled study 
among students at the University of Minne- 
sota. One group of students received cap- 
sules of multiple vitamins (hepicebrin), and 
a corresponding group received placebo cap- 
sules. 

Similar groups received large doses of 
vitamin C and placebo tablets. 








After reporting in detail, the authors mak« 
the following significant statement: 

“An examination of table 2 does not re 
veal any evidence that the multiple vitamins 
reduced the severity of the colds. In fact 
complications were more frequent among th« 
students who got the vitamin supplements 
than among the control group. Furthermore 
the average duration of each cold was the 
same for all three groups. 


“This controlled study yields no indication 
that either large doses of vitamin C alone o1 
large doses of vitamins A, Bl, B2, C and I 
and nicotinic acid have any important effect 
on the number or severity of infections of 
the upper respiratory tract when administer- 
ed to young adults who presumably are al- 
ready on a reasonably adequate diet.” 


In an editorial on “Early Vitamin B Dis- 
orders” appearing in the New York State 
Journal of Medicine, we find the following 
statement: “Efforts to increase the produc- 
tive capacity of individuals on an adequate 
diet by administration of additional vitamins 
have failed both in industrial and military 
circles. Large, continued doses of thiamine 
are not without risk, contrary to the genera! 
impression that a water-soluble vitamin 
which is freely eliminated can be given in 
huge doses. Reports are beginning to ap- 
pear about thiamine toxicity ard even fata!- 
ity. The symptoms induced by doses of 1() 
to 50 mg. for a period of two to three weeks 
were nervousness, insomnia, hyper-irritabil- 
ity, palpitation (signs simulating hyperthy- 
roidism), and eventually collapse, syncope, 
and signs of circulatory shock.” 

It is unfortunate that doctors must spend 
valuable time in an effort to correct false 
impressions created through premature and 
unwarranted claims with reference to vita- 
min therapy, but this duty now stands prom- 
inently among their professional obligations 
The above duty is emphasized by the fact 
that approximately four-fifths of the vita 
mins consumed in the United States are pur 
chased over the counter without a doctor’s 
prescription, and that the individual anc 
collective (the latter through industry) lay 
consumption is based upon the popular belie! 
that vitamins administered to well-nourish 
ed people will prevent colds and increas« 
physical capacity. 
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ASSOCIATION ACTIVITIES 











COMMITTEE ON ANNUAL SESSION 
SELECTS DATES FOR 1943 MEETING 


President James D. Osborn has announced that the 
Committee on Annual Session has selected May 11 and 
12 for the 1943 Meeting to be held in Oklahoma City. 

The meeting for this year is being reduced to a 
two-day session, and no attempt will be made to secure 
technical exhibitors. 

Dr. Ben H. Nicholson, Chairman, and members of 
the Scientific Work Committee, are working on the scien- 
tific program which will be adapted to the war effort as 
it pertains to the health of the public. 

Every indication points to an exceptionally interesting 
meeting with a distinct flavor of military officialdom 
being present to participate. 

Any member desiring to present a scientific paper 
should immediately contact Dr. Nicholson, 301 North- 
west 12th Street, Oklahoma City. 


AMERICAN COLLEGE OF SURGEONS 
APPROVES FORTY OKLAHOMA 
HOSPITALS 


The American College of Surgeons, through its chair- 
man Dr. Irvin Abell, has announced the approval of 
2,989 hospitals for 1943. This number represents an 
increase over 1941 of 116. 

Oklahoma hospitals approved are as follows: 

Valley View hospital, Ada; Hardy sanitarium, Ard 
more; Washington County Memorial hospital, Bartles- 
ville; Claremore hospital, Claremore; Clinton Indian hos- 
pital, Western Oklahoma Charity hospital, Western Okla- 
homa Tuberculosis sanatorium, Clinton; Cheyenne and 
Arapaho Indian hospital, Concho; Masonic hospital, 
Cushing. 

Federal Reformatory hospital, El Reno; Enid General 
hospital, St. Mary’s Enid Springs hospital, Enid; Kiowa 
Indian hospital, Lawton; Albert Pike hospital, St. 
Mary’s hospital, McAlester; Oklahoma Baptist hospital, 
Veterans Administration hospital, Muskogee; Central Ok- 
lahoma State hospital, Ellison infirmary, Norman. 

Bone and Joint hospital-McBride clinic, Crippled 
Children’s hospital, Oklahoma City General hospital, St. 
Anthony’s hospital, University of Oklahoma Crippled 
Children’s hospital and State University hospital, Wes 
ley hospital, Oklahoma City; Ponca hospital, Pawnee; 
American hospital, Picher; Ponca City hospital, Ponca 
City. 

A. C. H. hospital, Shawnee Indian sanatorium, Shaw- 
nee Municipal hospital, Shawnee; Soldiers Tubercular 
sanatorium, Sulphur; Western Oklahoma hospital, Sup- 
ply; William W. Hastings Indian hospital, Tahlequah ; 
Eastern Okahoma State Tubercuosis sanatorium, 
Talihina sanatorium and hospital, Talihina; Hillcrest Me- 
morial hospital, St. John’s hospital, Tulsa. 

The development of war industry areas in Oklahoma 
together with the continued growth of the Blue Cross 
Plan sponsored by the Oklahoma State Medical and 
Hospital Associations have materially increased hos 
pital admissions and enabled many hospitals to expand 
and improve their services and make needed improve- 
ments. 

Oklahoma hospitals approved by the American College 
of Surgeons are to be complimented for their continued 
adherence to the high standards necessary for recognition, 
especially in view of the difficulties with which they 
are confronted due to war priorities and depleted hos- 
pital staffs. 


ASSOCIATION TO HOLD WARTIME 
INDUSTRIAL HEALTH INSTITUTE 


An Institute on Wartime Industrial Health has bes 
announced by Dr. Henry H. Turner, Chairman of tl 
Postgraduate Medical Teaching Committee, and D 
Henry C. Weber, Chairman of the Industrial and Trai 
matic Surgery Committee of the Association, to be hel 
in Tulsa, Thursday, March 18, and Oklahoma City, Fr 
day, March 19. 

The Institute is being sponsored in cooperation wit 
the Oklahoma State Health Department, and will brin 
outstanding industrial health authorities to Oklahoma fi 
the two-day session. Out-of-state guests who will b 
present are J. J. Bloomfield, Bethesda, Md.; Carl Peter 
son, M.D., Chicago, Ill.; Clarence D. Selby, M.D., De 
troit, Mich.; W. A. Sawyer, M.D., Rochester, N. Y 
J. Albert Key, M.D., St. Louis, Mo.; A. G. Hewitt 
Chicago, Ill., and Louis Schwartz, M.D., Bethesda, Md 

The meetings will be afternoon and evening session 
beginning at 2:00 P.M. and 8:00 P.M. There will be 
an informal dinner at 6:30. The meetings will be held 
at the Biltmore Hotel in Oklahoma City and the Mayo 
Hotel in Tulsa. 

The following is the program of the Institute as an 
nounced by Dr. Turner and Dr. Weber: 

INSTITUTE ON WARTIME INDUSTRIAL HEALTH 

Program 

2:00 P.M.—The Puposes and Objectives of the Program 
on Industrial Health of the Oklahoma State 
Medical Association. 
H. C. Weber, M.D., Chairman, Committee 
on Industrial and Traumatic Surgery 
Bartlesville, Okla. 

2:10 P.M.—Technical Assistance of the Oklahoma Stat: 
Health Department Available to Industry 
Grady F. Mathews, M.D., Commissioner. 
V. C. Myers, M.D., Industrial Hygiene Phy 
sician. 
Carl Warkentin and R. B. Ady, Industria 
Hygiene Engineers. 
Eugene A. Gillis, M.D., Director, Venerea 
Disease Control Division. 
Demonstration of Equipment. 

2:40 P.M.—Industrial Hygiene in War Production. 
J. J. Bloomfield, U. 8. Public Health Sery 
ice, Bethesda, Md. 

3:00 P.M.—General Relation of Medicine to Industry 
Carl Peterson, M.D., Executive Secretary 
Council on Industrial Health, America 
Medical Association, Chicago, Ill. 

3:20 P.M.—Pre-employment Examination and Plac« 
ment. 
Clarence D. Selby, M.D., Medical Directo 
General Motors Corporation, Detroit, Mic! 

3:50 P.M.—Conservation of Industry’s Manpower. 
W. A. Sawyer, M.D., Medical Directo 
Eastman Kodak Company, Rochester, N. \ 

4:15 P.M.—Medical Legal Phase and Evaluation of Di 
ability. 
J. Albert Key, M.D., Orthopedic Surgeo 
St. Louis, Mo. 
Clinies and presentation of cases for eval 
ation. 
Vancil K. Greer, Chairman, Oklahon 
State Industrial Commission, Oklahom 
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City, Okla. Earl D. McBride, M.D., Okla- 
homa City, Okla. J. 8S. Chalmers, M.D., 
Sand Springs, Okla. 
Discussion by Dr. Key. 
5:15 P.M.—Diseussion of Papers. 
3:30 P.M.—Informal] Dinner. 
:00 P.M.—Management Looks at Industrial Health. 
A. G. Hewitt, General Superintendent, The 
Visking Company, Chicago, Ill. 
M.—Occupational Diseases and Their Control. 
(Illustrated). 
Louis Schwartz, M.D., Medical Director, U. 
S. Public Health Service, Bethesda, Md. 
:00 P.M.—General Discussion. 
Motion Picture: ‘‘Save a Day’’—U. 8. 
Public Health Service. 
The Postgraduate Medical Teaching Committee is com- 
posed of the following physicians: Dr. Henry H. Turn- 
, Chairman, Oklahoma City; Dr. H. C. Weber, Bartles- 
lle, and Dr. M. J. Searle, Tulsa. Members of the 
dustrial and Traumatic Surgery Committee are Dr. 
C. Weber, Chairman, Bartlesville; Dr. O. S. Somer- 
le, Bartlesville, and Dr. J. 8. Chalmers, Sand Springs. 
The increase in war industries in states which before 
war were not considered industrialized has made 
e problem of industrial health one of major importance. 
Oklahoma physicians should avail themselves of the In- 
tute and the opportunity it affords for postgraduate 
idy. 


LEGISLATURE CONVENES 


The Nineteenth Legislature which convened January 
4, under the leadership of the newly-elected Chief Ex- 
ecutive Robert 8S. ‘‘Bob’*’ Kerr, has the earmarks of 
being of the disposition te assume its obligations for 
wartime economy in the face of necessary large Federal 
e 


penditures. 

Every indication points to one of the shortest sessions 
in the history of the state which, if accomplished, will 
please the ‘‘home folks’’ and be a credit to the legis- 
lators themselves. 

Committee organization in both the Senate and the 
House of Representatives was announced on the opening 
day of the session with additional committee member- 
ship assignments being made as the occasion demanded. 


Senate Committee on Public Health 

The Committee on Committees in the Senate in an- 
nouncing committee assignments nominated Senator Clint 
Braden, attorney, of Wilburton, as Chairman for Pubile 
Health and Sanitation and Louis H. Ritzhaupt, Guthrie, 
as Vice-Chairman. Dr. Ritzhaupt, who has always been 
a leader of the Senate and instrumental in fostering 
progressive and protective health measures, met with 
the Senate when it convened and was excused from serv- 
ing as he is now with the military forces, presently 
serving at State Medical Officer for Selective Service. 
No additional members of this Senate committee have 
been announced. 


House of Representatives Committees on Practice 
of Medicine and Public Health and 

Sanitation 
Speaker of the House, Representative Harold Free- 
an, Pauls Valley, has announced the following mem- 
ership for the Committee on Practice of Medicine and 
iblic Health and Sanitation: Practice of Medicine— 
airman, Orange W. Starr, Drumright; Vice-Chairman, 
bert ‘‘Pete’’ Weaver, Stillwater; Andy Banks, Mc- 
ester; Walter Billingsley, Wewoka; D. C. Cantrell, 
gler; T. N. Crow, Hollis; George E. Davison, Arnett; 
B. Kerr, Oklahoma City; John T. Levergood, Shaw- 
J. D. MeCarty, Oklahoma City; D. M. Madrano, 
lsa; Kirksey Nix, Eufaula; Arthur Reed, Poteau; 
1s Stovall, Anadarko; Claude Thompson, Antlers, and 

il Washington, Oklahoma City. 


Public Health and Sanitation—Chairman, Raymond 
H. Lucas, Spiro; Vice-Chairman, Bayless Irby, Boswell; 
Andy Banks, McAlester; Walter Billingsley, Wewoka; 
Raymond Board, Boise City; D. C. Cantrell, Stigler; 
W. R. Dunn, Arapaho; Russell Farmer, Pauls Valley; 
Carl Frix, Sallisaw; Joe Harshbarger, Tulsa; Con Long, 
Seminole; J. D. McCarty, Oklahoma City; W. B. Me- 
Donald, Hobart; C. L. Mills, Wellston; Arthur Reed, 
Poteau; Orange W. Starr, Drumright; Earnest W. Tate, 
Ardmore; Elbert R. Weaver, Stillwater; Charles A. 
Whitford, Nowata; Purman Wilson, Purcell, and Henry 
W. Worthington, Mangum. 

Dr. Starr, Chairman of the Practice of Medicine 
Committee, is serving his first term as a Representa 
tive from Creek County. His interest in legislation to 
protect the health of the public is making him an ex 
ceptionally valuable member of the House. Pete Weav- 
er, who is Secretary of the Oklahoma State Pharmaceu- 
tical Association, is a veteran member of the Legisla 
ture as well as the Practice of Medicine Committee. 
Representative Weaver’s interest in public health is a 
credit not only to himself but to his allied profession. 

Raymond Lucas, Spiro, Chairman of the Public Health 
and Sanitation Committee, is serving his second term as 
Chairman. His cooperation in the consideration of 
public health legislation submitted by interested organ- 
izations is sound and constructive. Under the leadership 
of these members of the House of Representatives, Okla- 
homa may expect sound and judicious health legislation. 
Members of the profession are urged to counsel with 
their Representatives and Senators on public health 
legislation. 


Legislation Introduced Affecting Public Health 


Thus far in the Session, the health legislation intro 
duced has dealt mainly with problems related to the 
war effort. Representative Paul Washington, Oklahoma 
City, has introduced three measures in the House dealing 
with prostitution and venereal disease. These measures 
are House Bills Nos. 37, 38 and 39, and have been 
reported out of the Committee with the recommendation 
‘*Do Pass.’’ 

In the Senate, Senator Ferman Phillips, Atoka, has 
introduced a measure to establish a county claims board 
for the purpose of considering medical and hospital 
expenses and making an appropriation of $500,000.00 
for the payment of such claims . 

Senator Robert Burns, Oklahoma City, is the author 
of a bill to recognize Naturopathy as a healing art and 
creating a Board of Examiners. This measure was in 
troduced in the House at the last session, but failed to 
receive Committee approval. 


Medical School Appropriations 


The Medical School for the first time in many years 
appears to be in a position to receive an appropriation 
commensurate with its needs. Governor Kerr and the 
Chairmen of the Appropriations Committees in both 
the House and Senate, Representative Creekmore Wal- 
lace, Oklahoma City, and Senator Charles B. Duffy, 
Ponca City, have expressed a favorable attitude. 

Public Policy Committees of the county societies will 
be kept advised of the progress of legisaltion in the 
field of health in order that the profession may be at 
all times advised. 


Chickasha Physicians Honored 





Three Chickasha physicians have recently been notified 
of their election to the College of Surgeons or the Col- 
lege of Physicians. Dr. H. M. McClure has been elected 
a fellow in the American College of Surgeons, Dr. W. 
Turner Bynum a fellow in the American College of 
Physicians, and Lieutenant T. Frank Joyce has been 
granted associate membership in the American College 
of Physicians. All are members of the staff of the 
Chickasha hospital, however, Lieutenant Joyce is present- 
ly attached to the medical corps of the army air force. 
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CIGARETTES ___. 


Frcorite” 













OUR friends, relatives, fighting in far-off 
places... grimly battling against death, 
infection ... think what a smoke can mean 
to them...in comfort—in consolation... 
And remember, too, when you go to send 
that precious carton of cigarettes, that Camel, 
by actual survey*, is the favorite of men in 
the armed forces—for mellow mildness and 
appealing flavor. 
Your dealer sells Camels by the carton; 
drop in and see him today. 


* With men in the Army, the Navy, 
the Marine Corps, and the Coast 





Guard, the favorite cigarette is 
Camel.(Based on actual sales records 


in Post Exchanges and Canteens.) 








~ 


_the favorite brand in the Armed Forces’ 
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CHANGES IN 1942 REVENUE ACT 


Oklahoma physicians should immediately consider the 
new provisions of the 1942 Revenue Act, as it pertains 
to their March 15 returns. The highlights of the 
Act, herewith presented, are only a part of the Act 
that might affect their returns. 

It is suggested that, should a physician desire addi- 
tional information, he consult an accountant or mem- 
bers of the staff of the Office of the Collector of 
Tuternal Revenue. 


Normal Tax On Individuals: 

Previously was four per cent. Has now been increased 
to six per cent or net income less personal exemption, 
credit for dependents, exempt United States interest 
and earned income credit. 

Surtax On Individuals: 

Based on surtax net income (which is net income 
less personal exemption and credit for dependents) the 
surtax is drastically increased in every bracket, start- 
ing with 13 per cent surtax net income not over $2,000 
and ranging upward from that figure. 

Personal Exemption and Credit for Dependents: 

Personal exemptions are reduced to $1,200 for a mar- 
ried person or the head of a family, and $500 for a 
single person. The credit for dependents is reduced from 
$400 to $350. 

Gross Income: 

Excluded from gross income are amounts received 
as a pension, annuity, or similar allowance for personal 
injuries or sickness resulting from active service in 
the armed forces of any country. 

Excluded from the landlord’s gross income is the 
value of improvements made by the tenant, except when 
these improvements represent rentals. 

Detailed rules are provided for allocating estate and 
trust income. 

Deductions: 

Non-Business—Amendments allow a deduction of or- 
dinary or necessary expenses paid or incurred for the 
production or collection of income or for the manage- 
ment, conservation or maintenance of property held for 
the production of income (i.e., bank or agent serving 
to buy, sell, invest and collect income) whether or not 
such expenses are paid or incurred in carrying on a 
trade or business, and also allows a deduction for ex- 
haustion, wear and tear of property held by the tax- 
payer for the production of income, whether or not 
the proverty m question is used in the trade or busi- 
ness of the taxpayer, including a reasonable allowance 
for obsolescence. The new provisions are effective for 
all tax years beginning after December 31, 1938. 

Medical and Dental Expenses—A new provision allows 
a deduction for expenses paid during the taxable year 
for medical, dental, ete., expenses (including accident and 
health insurance, and hospitalization insurance) which 
are in excess of five per cent of the individual’s net 
income. In the case of husband and wife, the expenses 
are not deductible unless they exceed five per cent of 
the aggregate net income of both. The maximum allow- 
able deduction on a joint return or the return of a 
head of a family is $2,500, and in the case of all other 
individuals the limit is $1,250. (The term ‘‘ medical 
eare’’ is broadly defined to include amounts paid for 
the diagnosis, cure, mitigation, treatment, or prevention 
of diseases or for the purpose of affecting any structure 
or function of the body, including amounts paid for 
accident or health insurance.) Where a husband and 
wife both have income, and one of them incurs excessive 
medical expenses, it is advisable for them to file separate 
returns. 

Interest on Indebtedness Incurred to Carry Life In- 
surance—Deduction is denied for any amount, whether 
in the form of interest or any other form, which is paid 
or accrued on an indebtedness incurred or continued to 
purchase a single premium life insurance or endowment 
contract. If. substantially all the premiums on a life 
insurance or endowment contract are paid within a period 


of four years from the date of purchase of the contract, 
it is regarded as a single premium contract. 

Bad Debt Deduction—Deduction for bad debts has 
been changed as follows: (1) Retroactive and appli- 
cable to all taxable years beginning after December 31, 
1938, a bad debt is now deductible only in the year it 
actually became worthless; (2) The extension from thre¢ 
to seven years is provided for the period in which claims 
for refund on debts which became entirely worthless 
in the tax year may be made, and this amendment is 
retroactive to overpayments for the taxable years be 
ginning after December 31, 1938. (NOTE: Profes 
sional services rendered for which cash compensation is 
not received, or services rendered for which no income 
was previously reported, do NOT constitute bad debts 
for the doctor, in filing his returns.) 

Miscellaneous Provisions: 

Among the miscellaneous new provisions is one which 
stipulates that individual returns do not have to be 
sworn to before a notary public, as the taxpayer will b« 
liable for the penalties for perjury if he willfully signs 
a return which he knows to be false in any material 
respect; one that the basis of property acquired by 
gift shall be the same whether the gift is a direct 
gift or one in trust; and one that returns filed befor 
the due date for the purpose of the limitation period 
on refunds and credits. 


MEDICAL ADVISORY COMMITTEE 
REPORT* 


C. R. ROUNTREE, M.D.** 
OKLAHOMA CITY, OKLAHOMA 





Since its organization fourteen months ago, 1,647 
eases have been submitted to the Medical Advisory Com 
mittee for review as to the physical or mental incapacity 
of the patient. Of these, 1,263 were new cases, and 384 
were receiving assistance but were presented to the com 
mittee by the Department of Public Welfare for further 
consideration. In 1,159 cases, the committee found that 
the medical report of the local physician was adequate 
and the findings regarding the degree of incapacity were 
sound. Eight hundred and fifty-four of these cases were 
eligible for assistance, and 305 applications were re 
commended for denial or cancellation on the basis of the 
doctor’s findings. 

The committee was of the opinion, in 240 cases, that 
further consideration should be given by the Department 
as to eligibility for assistance. The County had planned 
to give assistance to 232 of these cases, and eight cases 
were considered ineligible. 

Forty-nine cases were sumbitted prior to County ac 
tion. Of these 49 cases, the committee considered that 
three showed physical incapacity and that 46 were not 
sufficiently incapacitated to warrant an award of as 
sistance. 

Thirty-six cases were closed during this period fo 
reasons other than listed above; such as, death, moved 
out of State, ete. 

At present, 163 cases are pending consideration by the 
Medical Advisory Committee. 

In reviewing these cases, the committee has recog 
nized that rehabilitation is a major objective which 
should be given consideration by both the Department 
of Public Welfare and the committee. We have, there 
fore, submitted to the Department suggestions which, if 
followed, will be helpful in rehabilitating selected pa 
tients to such an extent that they may become wholly or 
partially self-supporting. 

A study of 206 cases, in which it appeared that re 
habilitation of the patient might be possible, has been 
made. The type of rehabilitation recommended falls in 
the following groups: 





*Read before the Third Annual Secretaries Conference of the 
Oklahoma State Medical Association, October 25, 1942, Oklahoma 
City. 

**Chairman of Medical Advisory Committee to the Public 
Welfare Department. 
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Treatment 66 
Operation 58 
Institutionalization 29 
Dental care 7 
Service 2 
Vocational Rehabilitation 21 
Those cases in which more than one recommendation 
Operation and treatment 9 


Service and dental care 

Vocational Rehabilitation+sand. operation 

Treatment and dental care 

Operation and dental care 

Institutionalization and dental care 

Vocational Rehabilitation and treatment 

Vocational Rehabilitation and dental care 

Treatment and service 

The Department has contacted these patients explain- 
ng the recommendations made by the committee, and is 
working with the patient in making plans for following 
the recommendations. The Department has a record of 
ontacts to 158 of these patients, 140 have indicated 
their willingness to accept treatment, and 18 were un 
willing to accept treatment or had been advised by other 
loctors not to accept treatment. Of the 140 willing to 
accept treatment, plans for recommended treatment were 
initiated by the Department of Public Welfare for ap 
proximately 80 percent in less than three months after 
the recommendation was made, and in approximately five 
percent of the cases more time was needed to perfect a 
plan of treatment. No report is yet available for those 
cases in which recommendations have been made in recent 
months. Of the 18 unwilling to accept the recommenda- 
tion of the committee, 14 were afraid for the present to 
follow the treatment suggested and four were advised 
igainst operation by their own physician. 
The following classification shows the status of treat- 

ment for the 140 patients indicating their willingness 
to accept treatment and for which reports are available: 


ioe ee IS Ole ee 


Patients following recommendation 


Treatment completed 10 
Receiving treatment 45 
Awaiting treatment 41 
Institutionalized 8 
Awaiting bed in institution 6 
Receiving Vocational Rehabilitation 3 
Application made for Vocational 
Rehabilitation 9 


Patients not following recommendation 
Moved out of State 
Obtained employment 
Made other plans for self 4 
» 
1 


oo Oo 


Transportation to hospital not available 
Rejected by Vocational Rehabilitation 
Admission to Tuberculosis Hospital refused 


because of age (50) 1 
Hospital refused to operate because of 
age (63) 1 


Physically unable to report for treatment 1 


Almost one-half of these cases indicating willingness 
to accept suggested treatment are awaiting treatment 
because of insufficient facilities. 

The Department, at the present time, is able to meet 
only 60 percent of the basic needs of food, clothing and 
shelter for aid to dependent children clients: No medical 
fees can be included in the grants, and depending on 
free service is not only unsatisfactory but is.also an 
imposition on the medical prefession, 

The committee will continue to study this preblem and 
attempt to find a satisfactory solution wherein the phy- 
cian and hospital will receive an adequate stipend for 

eir services. 

In July of 1942, the Public Welfare Commission au- 
thorized the Department of Public Welfare to pay stipu- 

ted fees to physicians making physical or mental ex- 

ninations for persons applying for aid to dependent 
hildren. The schedule of fees recommended by the 
ledical Advisory Committee and approved by the Com- 


“I 
o 


mission is $3.00 for an initial examination and $2.00 
for a re-examination by the same physician. The first 
examination made by a physician is always considered an 
initial examination. The fee for an examination made 
on a re-application is the same as an initial examination 
even though made by the same physician. Laboratory 
fees will be paid only when they have been specifically 
requested by the Medical Advisory Committee. The 
amount to be allowed for laboratory work will be speci 
fied at the time the request for the work is made on the 
sdme basis (insofar as possible) as fees paid the United 
States Veterans’ Bureau. In no instance will a fee be 
paid for a physical or mental examination unless the 
examination has been authorized by the County Welfare 
Department. The patient has the privilege of designat- 
ing the physician whom he desires to make the examina 
tion. The County Department will see that the physician 
receives the proper form authorizing the examination. 


Should there be a question concerning the degree of 
incapacity as shown by this examination, the Medical 
Advisory Committee will request the County Department 
to send the patient to a designated physician for another 
examination. The schedule of fees paid to the physician 
designated by the Medical Advisory Committee will be on 
the same basis as above. 


These fees apply only to office examinations. Should 
a home examination be necessary, the amount of the fee 
will be determined by previous agreement between the 
County Director and the physician, before the examina- 
tion is made. 


The committee has spent considerable time in studying 
and revising the physical examination form in use at 
the present time. We believe each question must be 
answerea and each item filled out completely before the 
examination is acceptable and can be put in line for 
payment of the stipulated fee. We earnestly solicit the 
cooperation of every examining physician in this regard. 
Thus far, about 75 claims for examination fees have been 
filed with the Department of Public, Welfare. A little 
over one-half of these have been paid, and the others 
will be paid as soon as possible. The committee regrets 
that the law requiring all claims to be notarized or 
sworn to before a public official before the State Auditor 
can pay them is inflexible. This matter was thoroughly 
discussed with the State Auditor and the Attorney Gen 
eral’s office, and we find no way to get around it. 
While this may seem to work a hardship on those phy 
sicians away from county-seat towns, please remember 
that the representative of the Public Welfare Department 
in your district is more than glad to assist in any way 
possible. 


In conclusion, let me say the committee feels some 
progress has been made, some policies have been estab 
lished and some good has been accomplished. The Aid 
to Dependent Children rolls seem to be decreasing. From 
12 to 15 percent fewer applicants are being certified 
now than before the committee was appointed. We all 
realize that there is much that remains to be done. What 
we have accomplished is due, in a large part, to the 
splendid spirit and cooperation of the physicians who 
make up the Oklahoma State Medica] Association, its 
officers, and the officers of the various County Societies. 


The immediate future of this committee hangs in the 
balance. Gasoline rationing and transportation difficul 
ties make it almost impossible for us to hold monthly 
meetings much longer. We realize, however, that the 
war effort comes first above all else, and with this in 
mind we shall mold our program accordingly. 


Captain W. W. Rucks, Jr.. To Washington 


Word has been received that Captain Bill Rucks, 
Oklahoma City, who is attached to the 53rd Evacuation 
Hospital Unit, has been ordered to Washington, D. C., 
for a two-months course in tropical medicine. Captain 
Rucks will return to his Unit upon completion of the 
course. 
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PHYSICIANS PART IN STUDENT NURSES 
RECRUITMENT 


To care for the sick in the Army and in the. Civilian 
population, we must have more nurses. From May 31, 
1942, to January 1, 1943, the National quota was 55,000. 
This is an increase of 20,000 over the pre-war period. 
Next year we must have 65,000. 

The goal for Oklahoma, this school year, is 468. We 
have admitted 420 students or 90 per cent of our goal. 
With the classes starting in February, we hope to admit 
the other forty-eight. 

In the Nation we have only filled 68 per cent of our 
quota. This means 19,000 girls must enter schools of 
nursing before June. Can’t we help in this National 
Emergency? 

The family doctor can direct girls into nursing. The 
mother often needs more information and assurance than 
the girl. The British Nurses slogan, ‘‘ Nursing, War 
Work With A Future,’’ should appeal to the mother 
who is thinking of her daughter’s future. Federal Aid, 
which pays all expenses except spending money, may 
appeal to some. This is limited to hospitals of one 
hundred beds. Write to Student Nurses, P. O. Box 88, 
New York City, for a list of schools having this aid. 

Girls, who want a college degree, may get it in nurs- 
ing. This requires four or five years, but is often a 
good plan for the girl of seventeen who wants both 
eollege and nursing, and has the money for it. 

Schools of Nursing takes girls between eighteen and 
thirty-five. Some schools will take a married girl if 
her husband is in the Army, and some permit the stu- 
dent to‘live at home while taking her training. If a 
woman has had college work, she may get credit for it 
in her nurses school. Usually nine months credit is 
given for a degree and six months for two years work. 
Write Student Nurse, P. O. Box 88, New York City, 
for any information. 

Nurses are needed now and will be needed all over 
the world after peace. Nursing is a satisfying profes- 
sion and one that has a place for the girl who likes 
to do bedside care, the one who likes to teach or the 
one who likes to be an administrator. The fact that it 
is a woman’s profession opens up opportunities for 
leadership not found in many professions, and the 
service to others, one is able to do every day makes it 
a satisfactory one. 

Nurses now may find employment in the hospital, the 
Doctor’s office, industry, public health, or schools. Civil 
Service has interesting work in its Indian Hospitals and 
Veterans hospitals. The United States Public Health 
Service employs nurses for both hospital and public 
health work. 

The Army and Navy need 40,000 new nurses this year. 
Eleven nurses have been sent recently to South and 
Central America to stimulate and assist in the organiza 
tion of public health nursing, where requests for these 
services are made by the Government. Here at home 
every county needs nurses in hospitals, office, industry, 
and public health. It is really an interesting profession 
with varied opportunities for service. 





WARNING 


The following communication has been received from 
the local United States Secret Service office of the Treas- 
ury Department and is submitted for your information. 

Precautions Payees of Government Checks Should 
Observe—for removing causes for delayed payments 
from improper addresses and from forgery: 

1. If your name and address are not fully and 
correctly recorded with the agency issuing your checks, 
notify them at once of your full and correct name and 
address. All change in your mailing address should be 
immediately reported, in writing, to both the agency 
issuing your checks and to your postmaster. 

2. Have your name upon your mail box. Arrange 
for the closest watch possible to be kept over your mail 


box. If possible, work out some system with your ma 
carriers so that you will know when he delivers you 
checks. Remove your checks from your mail box 
once. 


3. Safeguard your checks very carefully after 1 
ceipt. If possible, cash your checks on the day receive: 
Endorse your checks only at the time you cash ther 
If you need assistance, trust only dependable persons t 
aid you. 


Precautions Persons Cashing Government Check 
Should Observe—for preventing financial losses fro: 
forgery of endorsement and fraudulent negotiation: 


1. Know your endorsers. Beware of strangers. Re 
quire identification. Before cashing a Government chec! 
ask yourself this questions: ‘‘If this check is returne: 
can I find the person who gave it to me?’’ 


2. Do not honor any card or paper for identificatio 
for check cashing purposes unless the same may |} 
rightfully possessed and will establish identification « 
the holder as the payee of the check presented. Ident 
fications attempted through other persons should receiv 
most careful scrutiny. 


3. Require checks to be endorsed in your presenc: 
Take all other precautions needed, as by noting upo 
the back of checks the presenter’s address and physic: 
description, the description of the identification offere 
and, an impression of the presenter’s thumb-print. Pla: 
your initials upon checks when received. 


Crimes Committed in Violation of the Laws for the 
Protection of Government Checks are Felonies Punish- 
able by Imprisonment up to Ten Years in a Federal 
Penitentiary.The use of proper caution serves to pri 
vent these crimes, while failure to use reasonable an 
proper caution acts as an encouragement and attaches 
liability from affording opportunities which assist to 
make the commission of these crimes possible-——John P. 
Osborn, Agent in Charge, U. 8. Secret Service. 


fective, Convenient 





THE effectiveness of Mercurochrome has been 
demonstrated by twenty years’ extensive clinical use. 


For the convenience of physicians Mercurochrome 
is supplied in four forms—Aqueous Solution for 
the treatment of wounds, Surgical Solution for 
preoperative skin disinfection, Tablets and Powder 
from which solutions of any desired concentration 
may readily be prepared. 


Mereurochrome, AUbD. 


(H.W.& D. Brand of dibrom-orymercuri-fluorescein-sodium 


is economical because solutions may be dispensed 
at low cost. Stock solutions keep indefinitely. 


Mercurochrome is accepted by the 
Council on Pharmacy and Chemistry of 
the American Medical Association. 





Literature furnished on request 


HYNSON, WESTCOTT & DUNNING, INC. 
BALTIMORE, MARYLAND 
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Polyclinic’s Well-Equipped and Efficiently-staffed Laboratory 


EXACTING WORK MARKS 
POLYCLINIC LABORATORY 


An efficiently staffed and thoroughly equipped laboratory is some- 
thing which every physician requires of his hospital. At Polyclinic 


every care is taken to meet the most exacting demands. 


Physicians who practice here find satisfaction in the dependability 
of laboratory findinigs. Blood chemistry, blood typing and match- 
ing are a nimportant part of Polyclinic’s laboratory studies and 
meticulous attention to every detail marks the routine laboratory 


POLYCLINIC HOSPITAL 


MARVIN E. STOUT, M.D. 
Owner 
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NEWS FROM THE COUNTY SOCIETIES 


a | 











At a recent meeting of the Atoka-Coal County Medical 
Society, Dr. J. B. Clark of Coalgate was elected Presi- 
dent; Dr. T. H. Briggs of Atoka, Vice-President, and 
Dr. J. S. Fulton of Atoka was re-elected Secretary- 
Treasurer. Dr. H. C. Huntley of Atoka and Dr. R. C. 
Henry of Coalgate were elected Delegates, and Doctor 
sriggs and Doctor Clark respective Alternates. 





Election of officers for the Oklahoma County Medical 
Association and the Oklahoma City Clinical Society was 
the order of business at the December 15, 1942, meeting 
of the Oklahoma County Medical Association at the Ok- 
lahoma Club. One hundred members were in attendance. 

The following will serve the County Association during 
the coming year: President, Dr. Walker Morledge; Vice- 
President, Dr. W. E. Eastland, and Secretary-Treasurer, 
Dr. Elmer R. Musick. The Board of Directors of the 
Association is composed of the following: Doctor East 
land, Dr. W. F. Keller, Dr. F. M. Lingenfelter, Doctor 
Morledge, Doctor Musick, Dr. C. R. Rountree, Dr. Greg- 
ory E. Stanbro, Dr. W. K. West and Dr. Oscar R. White. 
Dr. Carroll M. Pounders, Dr. L. J. Starry and Dr. Lea 
A. Riely comprise the Board of Censors. 

Inauguration of 1943 officers was held at a Dinner- 
Dance, January 23, given at the Biltmore Hotel. 

**Newer Treatment of Compound Fractures and Frac 
tures of the Neck of the Femur’’ was the topic discussed 
by Dr. Earl McBride of Oklahoma City at a joint meet- 
ing of the Okfuskee and Okmulgee County Medical So- 
cieties at Henryetta on December 14. 

Following the program, the Societies met separately 
and elected officers for 1943. 

Dr. H. B. Jenkins of Tryon was recently elected Presi- 
dent of the Lincoln County Medical Society to serve 
during 1943. Those elected to serve with him are Dr. 
E. F. Hurlbut, Meeker, Vice-President, and Dr. Carl H. 
Bailey, Stroud, Secretary-Treasurer. Dr. U. E. Nickell 
ef Davenport was elected Delegate and Dr. Ned Burle- 
son of Prague, Alternate. The Scientific Program Com- 
mittee is composed of Dr. Jno. 8. Rollins, Prague, and 
Doctor Burleson. 

Nine members of the Garvin County Medical Society 
met at the Chamber of Commerce in Pauls Valley at 
7:30 P.M., Wednesday, December 16, 1942. The paying 
of 1943 dues and election of officers for the ensuing 
year was the order of business. 

Those elected to serve were President, Dr. T. F. Gross, 
Lindsay; Vice-President, Dr. A. H. Shi, Stratford, and 
Dr. John R. Callaway, Pauls Valley, was re-elected Sec- 
retary-Treasurer. Dr. Galvin L. Johnson, Pauls Valley, 
will serve as Delegate and Dr. Morton E. Robberson, 
Wynnewood, Alternate. 

The next meeting of the Society is scheduled for Jan- 
uary 20 at the Chamber of Commerce. 












Prescribe or Dispense Zemmer Pharmaceuticals 


Pharmaceuticals, Tablets, Lozenges, Ampoules, Capsules, Ointments, } 
etc Guaranteed reliable potency. Our products are laboratory ‘ 


controlled. Write for catalogue. 


Dr. Paul B. Champlin of Enid was elected President 
of the Garfield County Medical Society to serve f 
the coming year at a recent meeting of the Societ 
Dr. Bruce R. Hinson was elected Vice-Presid@nt, a 
Dr. John R. Walker was re-elected Secretary-Treasur 
Delegates are Dr. V. R. Hamble, Enid, and Dr. D. 
Harris, Drummond. 

The Board of Censors of the Society is composed 
Doctors George 8. Wilson, V. R. Hamble and D. D. Re 
erts, all of Enid. President Champlin has assumed t 
responsibility of securing scientific programs. 


Members of the medical staff of the United Stat 
Southwest Reformatory at El Reno were hosts to t 
members of the Canadian County Medical Society a: 
guests at a tour of inspection ‘of the reformatory i 
cluding the hospital and clinic: dn»December 16, 194 
Dinner was served following the tour at 6:30 P.M. 

Dr. Eugene A. Gillis of the State Health Departme 
presented the sound film ‘‘Syphilis’’ following the di 
ner. 

Guests of the medical staff of the reformatory, in a 
dition to the physicians from Canadian County, includ: 
physicians from Oklahoma City, Chickasha, Mineo, Fo 
Reno and Concho. 


Dr. H. R. Haas of Sapulpa has been elected Preside 
of the Creek County Medical Society to serve during thé 
coming year. To serve with him, Dr. J. E. Hollis 
Bristow was elected Vice-President, and Dr. C. G. Oakes 
of Sapulpa has assumed the duties of Secretary-Trea 
urer, 

Delegates to the Annual Meeting are Dr. C. R. M 
Donald of Mannford and Dr. J. B. Lampton of Sapulj 
and Alternates are Dr. Frank Sisler and Dr. O. C. C 
pedge, both of Bristow. 


Dr. P. M. MeNeil of Oklahoma City was guest speaker 
at the Tri-County (Grady-Caddo-Stephens) Medical So- 
ciety meeting in Chickasha, Thursday, December 1 
1942, when 35 members were in attendance. ‘‘The Treat 
ment of Pneumonia’’ and ‘* Present Concepts in Treat- 
ment of Migraine’’ were the subjects discussed by D« 
tor McNeil. ‘‘Two Cases for Diagnosis’’ was discussed 
by Dr. Turner Bynum of Chickasha. 

The papers and cases were discussed by staff memb« 
of the Borden General Hospital. 

Following the above program, the three Societies met 
separately and elected 1943 officers for their respective 
County Societies. 

The next meeting of the Society will be January 14 
Chickasha, and Dr. Robert H. Akin and Dr. O. Alt 
Watson, both of Oklahoma City, will be guest speakers. 
Special guests will be the medical staff of the Bord 
General Hospital. 


‘ 


At a recent meeting of the McCurtain County Medi 
Society, Dr. A. W. Clarkson of Valliant was elect 
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President; Dr. W. H. McBrayer, Haworth, Vice-Presi- 
dent, and Dr. N. L. Barker, Broken Bow, Secretary- 
Treasurer. Dr. R. D. Williams, Idabel, and Dr. J. T. 
Moreland, also of Idabel, were elected Delegate and 
Alternate. The Scientific Program Committee is com- 
posed of Doctors Clarkson and Barker. 


Fifteen members of the Osage County Medical Society 
met at the Duncan hotel in Pawhuska Wednesday, Janu 
ary 6, at which time Dr. L. W. Hunt presented the 
tenth leeture of the postgraduate course in Internal 
Medicine. Following Dr. Hunt’s lecture, a sound and 

tion-picture film in technicolor, *‘ Peptic Uleer,’’ was 

sented and discussed. 

The following officers were elected to lead the Society 

ring the coming year: President, Dr. C. R. Weirich, 

whuska; Vice-President, Dr. B. F. Sullivan, Barnsdall, 
and Secretary-Treasurer, Dr. George K. Hemphill, Paw- 
huska. The Delegate and Alternate to the State Meet- 
are Dr. G. 1. Walker, Hominy, and Dr. Roscoe 
lker, Pawhuska. The Board of Censors is composed 

Dr. B. E. Dozier of Shidler, Dr. G. I. Walker and 

Roscoe Walker. The officers of the Society serve 
the Scientific Program Committee. 

’. Nelse F. Ockerblad of Kansas City, Mo., will dis 

s ‘*Urology for the General Practitioner’’ at a joint 

eting of the Washington-Nowata, Kay, Pawnee and 
Osage County Medical Societies in Pawhuska on Feb 

iry 5. 

Dr. L. A. Mitchell of Stillwater was elected President 

the Payne County Medical Society at a recent meeting. 
lr. P. M. Richarson of Cushing will serve as Vice-Presi- 

nt, and Dr. C. W. Moore, also of Stillwater, was re 
elected Secretary-Treasurer. Dr. John W. Martin of 
Cushing will serve as Delegate to the State Meeting. 
The Board of Censors of the Society is composed of 
R. E. Waggoner, Stillwater, Dr. R. E. Leatherock, 
Cushing, and Dr. F. Keith Oehlschlager, Yale. 
Election of officers for 1943 was the order of business 
r the Cherokee County Medical Society at the meeting 
the Society at the Hastings Hospital in Tahlequah on 
Friday, January 8. Six members were present at the 
meeting. The following officers were elected: Dr. P. 
H. Medearis, President; Dr. J. 8. Allison, Vice-Presi 
nt, and Dr. James K. Gray, Secretary-Treasurer. 
The subject of discussion for the evening pertained 
to the present medical problems of Cherokee County . 


Dr. James L. Wood of Eufaula will serve as President 
of the MeIntosh County Medical Society during 1943. 
Dr. F. R. First, Eufaula, was elected Vice-President, 
and Dr. William A. Tolleson, Eufaula, was re-elected 
Secretary-Treasurer. Doctor Tolleson will represent the 
Society as Delegate to the State Meeting and Dr. D. 
EE. Little, Eufaula, will serve as Alternate. The Scien- 
tific Program Committee is composed of the officers of 
the Society. 
‘*Injection Treatment of Hemorrhoids’’ was the sub 
ject selected for presentation by Dr. W. C. Vernon of 
Okmulgee at the joint meeting of the Okfuskee and Ok 

ulgee County Medical Societies at the meeting in Hen 
ryetta on January 11. Twenty members were in attend 


ce. 
The establishment of a blood bank was discussed at 
the business meeting following the program. 


Twenty-one were present at the dinner and regular 
meeting of the Jackson County Medical Society on Jan 
uary 11 at Altus. The following were elected officers 
to serve during 1943: Dr. E. 8. Crow, Olustee, Pres- 
ident; Dr. R. Z. Taylor, Blair, Vice-President, and Dr. 
Earl W. Mabry, Altus, Secretary-Treasurer. Delegate 
and Alternate are Doctor Crow and Dr. John R. Reid, 
Altus, respectively. The Board of Censors are Dr. 
C. G. Spears and Dr. L. H. McConnell, both of Altus, 
and Dr. Thomas M. Berry of El Dorado. The Scientific 
Program Committee is composed of Captain Hartwick of 
the Altus Airport and Doctor Mabry. 

Following the election of officers, the general discussion 
for the evening was led by Doctor Crow followed by 
Captain Hartwick of the Airport and Dr. M. E. Wool 
ridge of Altus representing the dentists. 

During the business session, the medical officers from 
the Airport were elected Honorary members of the So 
ciety and will meet with them throughout the year. Regu- 
lar monthly meetings will be held in Altus the last Monday 
of each month and special call meetings will be scheduled 
at the Altus Air Field. 

The next meeting of the Society will be February 22 
in the Gosselin Building. The speaker for the evening, 
will be one of the members of the medical staff from the 
Air Field. 

Dr. E. A. Abernethy, one of the members of the Jack 
son County Medical Society, was injured in a car acci- 
dent on December 17 and is still confined to his home. 

Dr. W. M. Kinney of Joplin, Mo., was guest speaker 
at the meeting of the Ottawa County Medical Society on 
December 17, 1942, at which time he discussed ‘*‘Com 
mon Sense in Treating Heart Disease.’’ 

Eighteen members of the Society attended the turkey 
dinner given by the Miami Baptist Hospital preceding 
the program. 

Fifty guests and members of the Washington-Nowata 
County Medical Society were present to attend the an 
nual inaugural banquet of the officers of the Society in 
the home of Mrs. Forerst 8. Etter on Wednesday, Janu 
ary 13, at 7:30 P.M., in Bartlesville. 

The Tri-County Society (Washington-Nowata, Osage 
and Kay) will meet in Pawhuska on February 8, in 
Ponea City in March and at Bartlesville in April. 


The regular meeting of the Garvin County Medical 
Society, scheduled for January 20, was postponed nas 
much as the physicians of the County are presently at 
tending a postgraduate course given as a 10-week lecture 
course by Dr. L. W. Hunt. 


Ten members and several guests attended the meeting 
of the Kay County Medical Society held in Blackwell on 
January 21. 

The regular program included discussions by Dr. A. 
8S. Nuckols of Ponea City, Dr. T. F. Renfro of Blilings 
and Dr. I. D. Walker of Tonkawa on ambulant treat 
ment in hypertension. A moving picture on Vitamin B2 
was presented by a representative of Eli Lilly and 
Company. 

Dr. Joseph Kinnamon, Blackwell, Director of the Kay 
County Health Unit, was a guest, and the following 
committee of the Society were appointed to meet with 
him from time to time: Dr. A. 8S. Risser, Chairman, 
Dr. C. W. Arrendell, Dr. I. D. Walker and Dr. G. H. 
Yeary. 





treatments, when indicated. 


218 N. W. 7th St.—Okla. City, Okla. 
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THE WILLIE CLINIC AND HOSPITAL 


A private hospital for the diagnosis, study and treatment of all types of neurological and psychiatric 
cases. Equipped to give all forms of recognized therapy, including hyperpyrexia, insulin and metrazol 


JAMES A. WILLIE, B.A., M.D. 


Attending Neuro-psychiatrist 


Telephones: 2-6944 and 3-6071 
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WOMEN'S AUXILIARY NEWS 








Mrs. Luther H. Kice, Chairman of the Legislative 
Committee of the National Auxiliary to the American 
Medical Association, recommends that the Woman’s Aux- 
iliaries carefully consider pending and proposed legisla- 
tion on health, both state and federal, and that we make 
ourselves and our Auxiliaries part of the great American 
law-making system by having an understanding of what 
that system is, and by taking an intelligent part in its 
formation. 

At the State Convention, held in Tulsa in April, 1942, 
the Women’s Auxiliary to the Oklahoma State Medical 
Association approved a recommendation that the Auxil- 
iary go on record as favoring legislation concerning 
compulsory immunization for smallpox and diphtheria 
for all school children. The Auxiliary was invited to 
have a representative at the Oklahoma Congress of Pa 
ents and Teachers Association, which was held on Tues- 
day, January 19, 1943, at the Skirvin Hotel in Okla- 
homa City, inasmuch as legislation for immunization was 
being studied by that group. The American Association 
of University Women approved this measure at their 
1942 State Convention, and it has long been a project 
of the Parent-Teachers groups. 

Mrs.:Maxey Cooper, President-elect, Mrs. George Gar- 
rison, Legislation Chairman, and Mrs. 8. J. Bradfield, 
Public Relations Chairman, represented the State Auxil- 
iary at this Congress. If our Advisory Council approves 
the legislation, our State Legislation Chairman will notify 
all County Presidents, so that the proposed bill may be 
studied thoroughly by each County group. 

The National Public Relations Chairman, Mrs. Frank 
P. Dwyer, in suggesting points for procedure in public 
relations, mentions as one point ‘‘ Interest in Pan Amer- 
ican Medical Unity.’’ Inasmuch as this can contribute 
vitally to our post-war world unity, each organization 
should keep this subject in mind in preparing programs 
for next year. 

Our State Tray Chairman, Mrs. F. Redding Hood, 
and her children are now in New Orleans with Dr. Hood, 
who is in service there. 

Mrs. Maxey Cooper, the State Hygeia Chariman, has 
been very active, and has sent material out to all of 
the County Hyeia Chairmen. 

Mrs. S. J. Bradfield, State Public Relations Chairman, 
has requested mid-year reports and plans for the bal- 
ance of the year from the various Public Relations Chair- 
Tulsa County’s Mid-year Report follows: 

Philanthropic Committee: Thirty-five toys for Christ- 
mas toy shower to children in Tulsa Hospitals. Thirty 
dollars contribution to Library Fund of Tulsa County 
Medical Society. 

Hygeia Committee: Sixty-one six-month’s subscrip- 
tions donated by the Auxiliary to the Public Schools. 
Twelve one-year subscriptions secured. 

Legislative Committee: Cooperating with State P.T.A. 
on a program of compulsory immunization. 

War Aid Committee: Of 126 members, a survey con- 
ducted by the Red Cross showed the following: Twen- 
ty-three are registered nurses, of which four are teach- 
ing Home Nursing. One interviews personnel for Nurses’ 
Aide Course, with two members enrolled in this course. 
One teaches Home Nursing and one teaches Child Care 
to the Girl Scouts. Mrs. Bradfield is chairman and 
Mrs. Ruprecht a member of a board of five appointed 
by the Mayor to investigate and approve boarding homes 
for children. Mrs. Russell and Mrs. Mishler are volun- 
teer investigators for this board, and all are working 
through the Office of Civilian Defense. Mrs. I. H. 
Nelson heads Nutrition for the Red Cross. 


men. 


Mrs. Ruprecht is a First Aid Instructor, and M 
Spottswood was a chairman at the Office of Civili 
Defense. 

Dr. Mabel Hart is City School Physician, and is 
tremely active in health activities of the city . 

Two members are in canteen work, 26 are register 
in OCD work, 19 have completed first-aid courses, f 
have completed staff assistant courses, 13 have comp! 
ed Home Nursing courses, 13 have completed Nutriti 
11 members knit, 21 sew, and 15 prepare surgical dre 
ings. Many members have been active in volunteéri 
services in sugar rationing, telephone squads, ete. 

Program and Health Education Committee: Ca 
Gruber Day Room Project: A total of $71.00 in ea 


and a considerable amount of furniture were contribute: 


resulting in the complete furnishing of two day roo 
including curtains and two pianos. 
Public Relations Committee: 
Mrs. 8S. J. Bradfield as chairman, has established 
shelf of medical pamphlets at the County Courthouse f 
the purpose of obtaining a wider distribution of auth« 
tic medical material. These pamphlets, reco 
mended by the State Health 


to communicable diseases, nutrition, posture, tub: 


culosis, syphilis, child care, immunization, cancer, et 


In five weeks time, it has been necessary to replace th 
pamphlets four times, which indicates that this inforn 
tion is supplying a large demand from the gene 
publie for health education. A file of copies of thé 


leaflets is in the Executive Office of the Tulsa Count 


Medical Society. 
Tulsa County 

The Tulsa County Auxiliary is presenting its Annu 
Health Forum on Tuesday, February 2, 1943, at 1: 
P.M., in the Club-room of the Y.W.C.A. 

The speakers for this forum and their subjects are 
follows: 

Mrs. 
Education 
Child.’’ 

Mr. Verser Hicks, Chairman Health Division of Tul 
Council of Social Agencies, ‘‘Community Cooperati 
in a Local Health Program.’’ 

Mrs. Rodney Nowakowski, Physical Director of Tul 
Y.W.C.A., ‘‘A War Time Program for Physical F 
ness. 

Mrs. I. H. Nelson, Director of Red Cross Nutritic 
‘*Nutrition Today.’’ 

Dr. Mabel Hart, Legislation Chairman of Tulsa Cou 
ty Medical Auxiliary, ‘‘ Immunization Facts.’’ 

Miss Velma Neely, R.N., Secretary of the Tulsa Pi 
lic Health Association, ‘‘Tuberculosis and Your Co 
munity.’’ 

The Parent-Teachers Associations are cooperating 
they did last year in inviting their members and th 
Health Chairmen to attend this forum. Mrs. W. 
Walker, of the Medical Auxiliary, and Mrs. Laws 
Wood, P.T.A. Council Chairman, will handle the reg 
tration. 

In appreciation of their kindnesses during 1942, t 
Tulsa County Medical Society at the meeting of 1 
cember 14 unanimously approved a resolution of than 
to the Auxiliary. 

The Auxiliary to the Tulsa County Medical Soci 
entertained its members with a guest tea and book 1 
view on January 5, 1943, in the home of Mrs. Frank 
Flack. Mrs. James L. Stevenson reviewed ‘‘A Time 
be Born’’ by Dawn Powell. The members of the Soci 
Committee acted as hostesses for this tea in servi! 
about 80 members and guests. 


Nelson, Coordinator of Family Li 
Schools, ‘‘Our Coneern Eve 


Rebecca 
in Tulsa 


This committee, wit! 
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News From The State Health 


Defartment 














TRACHOMA CONTROL REPORT 


Trachoma is an endemic, communicable disease in 
tain sections of our State, and is second to none in 
cause of blindness, being responsible for twenty 
per cent of the Blind Pensions in Oklahoma, and 
ting the tax payers of the State approximately 


O00 po r yeur. 


he fact that trachoma is a communicable disease 
le it the responsibility of the health department to 
e steps to attempt to reduce the prevalence. A plan 
s evolved to provide the necessary funds and per 
nel to carry on the work The funds were made 
ilable and the personnel employed, which consisted 
a consulting ophthalmologist, a clinical director, a 
lic health nurse, a clerk, and a medical social worker. 
ce trachoma is confined largely to the low-income 
ips and in most instances to those of poor hygieni 
roundings, the work has been confined to those coun 
of the State where the above conditions prevail to 


greater extent than in other sections. 


The work was begun on July 30, 1941, and carried 
ward until sixteen counties in the eastern and south 
part of the State had been included. 
1941, to December s1, 1942, ninety one clinies were 


From July 


1. 8,091 patients were examined, and 1,262 positive 


ses were found which were given treatment. Treatment 


sisted of Sulfanilamide, 1/5 grain per pound of body 
ght, each twenty-four hours for ten days; also, sat 
ted solution of Sulfanilamide dropped in the eyes 


from four to six times daily; or, finely powdered Sulfa 
nilamide in the lower cul-de-sac twice daily 


An effort was made to be very conservative In the 
evaluation of results, therefore, all patients were classi 
fied into five groups: 1) those showing no improve 


ment, (2) slight improvement, (3) moderate improve 
ment, (4) marked improvement, and (5 
apparently cured. 
‘eured.’’ 


arrested or 
Caution was used with the term 


According to the above classification, in the 1,262 


positive cases, there were cases showing no improve 
ment, 60 cases showing slight improvement, 285 cases 
showing moderate improvement, 420 cases showing mark 
ed improvement, and 81 cases arrested or apparently 
cured 


Two hundred and eighty cases did not return for a 
second check-up; in 15 cases, no treatment was rec 
ommended; three cases were referred to the Indian 
Bureau; and 46 cases were admitted at final clinics 
during December and have not had ar 
return. 


opportunity to 


A great number of other eve diseases were found, and 
the patient advised the proper procedure for his in 
dividual care; advising him to consult physicians in 
his locality specially prepared for such work In this 
program, only trachoma and its sequelae were treated 

Surgery was offered to all patients suffering from 
entropion, or trichiasis, when they were not able to pay 
for this service Kighty operations were performed, 
with very satisfactory results \ large number of 
refractive errors were referred for correction 

From this limited experience, it is evident that ther 
are great possibilities in this particular field; and with 
the entire medical profession lending full cooperation 
in controlling this insidious disease, there is no reason 
why it should not become as rare as diphtheria or ty 
phoid fever 





Delicious and 
Refreshing 
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Blue Cross Reports 











The Oklahoma Blue Cross Plan was host to a regional 
meeting of Blue Cross Plans of the Southwestern States, 
held in Tulsa, January 15th and 16th. N. D. Helland, 
Executive Director, expressed appreciation that Oklahoma 
had been selected for the first of a series of meetings to 
be held by our neighboring approved plans. Directors 
and representatives of ten plans from nine states were 
in attendance. 

A principal reason for this meeting was a request for 
opinions from a national committee, regarding a pro- 
posed national surgical plan to supplement non-profit 
hospital service. The plan would, if put into operation, 
provide surgical benefits on a cash indemnity basis and 
would be designed to also serve in firms operating na- 
tionally. 

Many Directors supported the idea, because they felt 
that service organizations guaranteed by the medical 
profession, would take too long to get in operation to 
be of any material aid in forestalling social federal reg- 
ulation. The belief that prompt action is necessary was 
general among those attending the conference. Due to 
the fact that details have as yet, not been incorporated 
in the proposal, it was impossible to come to a definite 
conclusion, but the plan was approved in principle by the 
majority of those in attendance. 


Mr. Morris J. Norby, Research Director of the Hos- 
pital Service Plan Commission and Ray J. McCarthy, 
Executive Director of Group Hospital Service of St. 
Louis, were principal speakers at a special dinner, at 
which time the proposed surgical plan was discussed at 
length. Special guests for the occasion were members 
of the medical profession. Trustees of Group Hospital 
Service in Oklahoma and Civic and Industrial leaders. 
All of the guests took part in the open forum con- 
ducted on the subject. 


Mr. Helland deserved and received many expressions 
of appreciation for the splendid program that he had 
arranged for the two-day meeting. Contrary to custo- 
mary procedure, the executive for the plan, for the great- 
er part of the meetings, took a back seat and listened 
to the representatives conduct meetings and bring up 
for discussion various subjects on which they wanted in- 
formation. Pertinent subjects such as ‘‘reciprocity be- 
tween plans’’ and ‘‘need for uniformity’’ were given 
particular study. Individual expressions for those in at- 
tendance gave the Oklahoma Plan and Mr. Helland in 
particular, credit for arranging the most informative 
meeting that they had been privileged to attend. The 
time for the next meeting of this nature has not been 
determined, but it will be held in Dallas the latter part 
of this year. 

Blue Cross Plans participating in the meeting were: 
‘* Associated Hospital Service, Inc.’’ Sioux City, Lowa, 
‘* Associated Hospial Service in Nebraska,’’ ‘‘ Colorado 
Hospital Service Association,’’ ‘‘Group Hospital Service 
in Kansas City, Missouri,’’ ‘‘Group Hospital Service in 
St. Louis, Missouri,’’ ‘‘Group Hospital Service in Tex- 
as,’’ ‘‘Hospital Service Association of Louisiana,’’ 
‘*Hospital Service Incorporated of Iowa,’’ ‘‘ Kansas 
Hospital Association, Inc.,’’ and ‘‘Group Hospital 
Service of Oklahoma.’’ 





Lieutenant Johnny A. Blue, formerly of Guymon, 
reports that he has recently been transferred from the 
National Naval Medical Center, Bethesda, Md., to the 
Bainbridge Naval Training Station, Bainbridge, Md. 


Dr. Jack F. Parsons is now a Lieutenant in the Air 
Corps and is presently stationed at Station Hospital, 
Brooks Field, San Antonio, Texas. Prior to entering 
the service, Lieutenant Parsons practiced at Cherokee. 


e OBITUARIES « 





Dr. John C. Duncan 
1871-1942 


Dr. John Calvin Dunean, 71, pioneer Oklahoma phys 
cian, passed away November 25, 1942, at the Shattuck 
Hospital following a brief illness. 

Doctor Duncan was born at Bradyville, Tenn., April 
21, 1871, and in his early childhood moved with h 
parents to Hiawassee, Ark. He was united in marriage 
to Nora Ellen Bates of Gravette, Ark., December 2 
1895. 

He received his pre-medic education at Pea Ridg 
Normal College, and in 1898 graduated from the Men 
phis Hospital Medical College. 

Doctor Dunean first practiced in southeastern Okl: 
homa in Indian Territory prior to his removing to Forgan 
in Beaver County in 1915, where he has since continu 
to practice medicine. Doctor Duncan took an activ 
part in county and state medical activities and was an 
Honorary Member of the Oklahoma State Medical 
Association. 

He was a member of the Christian Church and the 
Masonic Lodge. 

Surviving besides his wife of the home address, he 
leaves to mourn his passing three sons, Dr. Dean H. 
Dunean of Shreveport, La.; John Duncan of Lubbock, 
Texas, and Robert Duncan of Oklahoma City, in addi 
tion to four grandchildren and a host of friends. 


Dr. W. D. Dawson 
1869-1942 


Dr. William D. Dawson, who was born at Reid Creek, 
Ark., May, 1869, passed away on October 17, 1942, in 
Henryetta, Okla., where he had practiced medicine for 
the past 24 years. In May of 1942 he had celebrated 
his 50 years in the practice of medicine. 

Doctor Dawson practiced medicine in Arkansas for 
a number of years following his graduation from the 
Eclectic Medical College, St. Louis, Mo., after which 
time he removed to Mangum, Okla., where he practiced 
several years prior to his attending and graduation 
from the Baylor University College of Medicine, Dallas, 
Texas. 

In 1918, Doctor Dawson established his residence in 
Henryetta where he continued in active practice until 
the time of his passing. 

Survivors include his wife of the home address and 
one son, Leslie Dawson of Oklahoma City. 


Dr. W. C. Sanderson 
1875-1942 


Dr. W. C. Sanderson, a pioneer physician of Henry 
etta and Okmulgee County, passed away October 1é 
1942, at a local hospital following a prolonged illness 

Doctor Sanderson was born near Richmond, Mo., i 
1875, and following his graduation from the University 
Medical College of Kansas City, Mo., in 1903, came t 
Henryetta where he continued the practice of medicin: 
until the onset of his last illness. 

Doctor Sanderson was interested in the progress o 
the town in which he lived and at one time served a 
mayor of Henryetta. He also served on the scho 
board. 

The weather was never too bad nor the nights to: 
cold or bad that Doctor Sanderson did not go wher 
called upon to render service to mankind, and his going 
will be sorely missed by his many friends and family 





Major Cole D. Pittman of Tulsa is now stationed with 
the Headquarters, First Mapping Group, Bolling Field 
D. C. Prior to his transfer, Major Pittman was sta 
tioned at Chanute Field, Ill. 
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MEDICAL PREPAREDNESS 











New Procurement and Assignment Classification 


For Physicians in 1943 


Announcement has been received from the Directing 
Board of the Procurement and Assignment Service that 

new survey of the medical manpower remaining in 
civilian life must be made. 

The new survey will more closely correlate Procure- 
ment and Assignment classifications with those being 
given by Selective Service. 

Dr. W. W. Rucks, Chairman of the Oklahoma Pro 
eurement and Assignment Committee, is making prep- 

ations for the calling of Councilor District meetings 
of County Chairmen for a discussion of the new survey. 

Every physician is urged to give his complete coopera 
tion to his County Chairman and the State Committee 
in the completing of his individual classification. 

For the purpose of this nation-wide report, each physi- 
cian will be classified in one of the following categories. 


Class I. Available. 

\. Potentially qualified for service, i.e., has not been 
rejected by Army. 

1. Unmarried or married but not maintaining a home 
with wife and/or children. 

Married and maintaining a bona fide home with 
» and/or children. 

Married with no children. 

Married with 1 child. 

Married with 2 children. 

Married with 3 or more chidlren. 

. Not eligible, on account of age, physical disabil- 
ity, or other reason, for service with the armed forces, 
but considered available for civilian medical services as- 
sociated with the war effort. 

Class II. Essential for limited duration or until a 
replacement can be secured. 

A. For community medical care. 

B. For medical teaching or war research. 

For hospital service. 

For public health. 

For industry. 

Class III. Essential for unlimited duration. 

For community medical care. 

For medical teaching or war research. 

For hospital service. 

For public health. 

For industry. 

Class IV. Physicians not available for either military 
r emergency civilian services because of: 

Physical disability or age. 

Ethical and professional shortcomings. 

Retirement or engagement in work not directly 
indireetly connected with the field of medicine. 
Class I,—Physicians considered available during the 

for service other than in their present situations. 

Class 1A.—Male physician under 45 years of age pre- 
mably physically qualified for service, with sub-classes 
ind 2 indicating the order of call in conformity with 


Selective Service laws and regualtions. For example, 
a physician, considered available, who is under 45 years 
of age and maintaining a home with wife and 2 children 
would be classified as 1A—2c. 


Class 1B—Male physicians under 45 years of age who 
have been rejected for military duty but who are able 
to carry on civilian work; males over 45 who might be 
willing to relocate; females; and aliens. 


Class II—Physicians for whom it is assumed that sat 
isfactory substitutes may be obtained and those who 
may be released as a result of changes in their personal 
situations or in conditions affecting the institutions em 
ploying them. 


Class III—Essential physicians for whom, according 
to present conditions, the chances are small of finding 
a satisfactory replacement. 


Class IV—Physicians who cannot be expected to con 
tribute to medical service. 


Class IVA—Physicians with marked physical disabil 
ities, including old age ,which make them incapable of 
practicing their profession. 


Class IVB—Physicians who, because of unethical con 
duct or professional incompetence, are not acceptable for 
service in the community or elsewhere. 


Class [VC—Physicians who are retired from activities 
connected with medical care and those who have been 
engaged in occupations unrelated to medicine for so 
long that their return to medical work is not feasible. 


HOW SURGEON HELPED SAVE HOSPITAL 


How a British surgeon helped save a hospital that 
had been bombed is described in The Journal of the 
American Medical Association for October 24 by the 
regular London correspondent of The Journal who re 
ports that: 

**High explosive and incendiary bombs fell on a hos 
pital, setting it on fire. The house surgeon, Dr. Philip 
Baxter, wearing a dressing gown over his pajamas, 
climbed a fall pipe to the blazing roof. Then he used 
the girdle of his dressing gown as a rope to hoist up 
buckets of water, which were tied on by helpers below. 
He got the blaze under control. In leaping from the 
roof to a lower one he injured an ankle but went to 
the operating theater to attend the victims of the raid. 
When there a message came that an elderly woman was 
trapped under wreckage in another part of the town 
and that medical help was urgently needed. He went 
and had to crawl down a tunnel in the debris to admin 
ister morphine. He waited until she was extricated 
and sent to the hospital. He then hobbled back but 
was in great pain. While on his way a policeman lent 
his bicyele. Cycling was no less painful but was quicker. 
On arrival he returned to the operating theater and 
continued his work. Only after he had been on duty 
for several hours did his own injury receive attention. 





JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 














BOOK REVIEWS 


‘*The chief glory of every people arises from its authors.’’—Dr. Samuel Johnson. 








MENTAL ILLNESS: A GUIDE FOR THE FAMILY. 
By Edith M. Stern with the collaboration of Samuel 
W. Hamilton, M.D., 1942, New York, The Common- 
wealth Fund. Pp. 121. Price $1.00. 


This little volume is distinctly worthwhile and should 
find a large place on the working desks of mental 
hospital superintendents, administrative officers and so- 
cial workers. It could also be read with great profit 
by physicians other than those immediately concerned 
with the care and treatment of mental cases, because 
it is a well-known fact that most mental cases are seen 
first by the family practitioner. It would probably fall 
to his lot to be in a position to recommend the use 
of this book by those for whom it is primarily intended 
much more often than the consulting psychiatrist. 


The author gives convincing evidence of a close work- 
ing knowledge of the problem that the mental case rep 
resents to the distressed family, and, in turn ,the prob 
lem that the family represents to the psychiatrist and 
institution where the patient is being cared for. She 
has covered in a most simple and convincing way, to 
any open-minded person, practically all of the ques- 
tions that the psychiatrist is called upon to discuss and 
answer in the course of his work from day to day. Only 
one statement is clinically questionable. Certainly not 
every psychiatrist will agree ‘‘that most forms of men- 
tal illness follow such definite patterns, are so well 
recognized and classified, that he can diagnose them and 
foretell their course as accurately as your family physi- 


cian can inform you about measles, tonsillitis or pneu- 
monia.’’ After a reasonable time it is probably true 
that diagnosis can be firmly establisheed, but if there 
is one thing that is relatively unpredictable it is the 
course of mental illness. 


The book thoroughly meets the principal deficiency 
among otherwise well-informed and intelligent people as 
to the place that mental illness should occupy in our 
thinking. The old ‘‘bugaboos’’ as to the causes of 
mental illness and the embarrassment that it engenders, 
with a resulting attempt on the part of the family to 
cover up and thus deprive the patient of appropriate 
management, are most thoroughly aired and disposed 
of. Taken as a whole, it is a most commendable little 
volume, and should bring a lot of comfort to a lot of 
people who need to have it recommended to their perusal. 
—Ned R. Smith, M.D. 


** NEURO-ANATOMY.’’ Fred A. Mettler, Professor of 
Anatomy, University of Georgia School of Medicine, 
Augusta, Ga. Now associated with College of Phy- 
sicians and Surgeons Columbia University, New York. 
The C. V. Mosby Company, St. Louis, Mo., 1942. 
Price $7.50. 


This book, prepared as a test for medical students 
beginning in Neuro-Anatomy, is likewise an excellent 
reference for general practitioners and those of us in- 
terested in Neurology and its allied fields. It fulfills 
the student’s need in covering the subject completely 
and at the same time leaving out the dispensable mat- 
terial lessening the confusion so often brought about by 
the inclusion of more controversial points. The organ- 
ization being progressive carries the student along a logi- 
eal sequence of facts about the gross aspects of the 
nervous system. This first section is followed by a second 
dealing with microscopic studies of the various struc 
tures and pathways. 


The author is to be particularly commended for his 


attention to the matter of terminology. When new te 
are used they have been previously defined and prop¢ 
identified with their B.N.A. equivalent. 

The text has an excellent bibliography and to qu 
the author ‘‘will serve as a springboard into the m 
detailed knowledge and bibliography of particular t 
ics.’’ One has but to review the list of references bri 
ly to realize that, based on many articles by cont: 
porary neurologists, neuro-surgeons and neuro-physix 
gists this text has a particularly close realtionship 
the practical application of its principles. He has a 
referred freely to the older related works which hi: 
stood the test of time. 

The illustrations are plentiful. In all, 337 are us 
30 of which are in color. Close correlation of these 
the text is evident. Excellent dissections by the aut! 
served as original material for the illustrations. 
standard plan of reduction and enlarbement makes t 
material of greater value to the student in establishi 
his own concept of neuro-anatomy. 

The subject index is conveniently arranged and 
complete author's index adds materially to the value 
the book as a reference volume. 

The type is well chosen and the plan of the printi 
adds to the readability of the text. 

I have recommended this work to our students with 
reservation and am very pleased to have this mater 
close at hand for frequent reference——Harry Wilki 
M.D. 


‘*YEAR BOOK OF GENERAL MEDICINE, 1942.”’ 


By Dick, Amberson, Minot and Castle, Stroud 
Eusterman. The Year Book Publishers, 304 S. De 
born St. Chicago. 


The busy physician either in general practice or | 
iting his work to internal medicine will find that 
Year Book provides one of the best means of keep 
abreast of current developments in the field of inter 
medicine. 

The five sections, Infectious Diseases, Diseases of t 
Chest, Diseases of the Blood and Blood Forming Org 
and Diseases of the Kidney, Diseases of the Heart : 
Blood Vessels and Diseases of the Digestive System : 
of Metabolism are edited by outstanding specialists. 

Some of the most important contributions to the 
erature are concisely summarized with occasional } 
tinent comments by the editors. Proper emphasis 
given to articles dealing with diagnosis and treatm« 
Enough summaries of investigative articles are inclu 
such as the work on Penicillin to acquaint one w 
possible future therapeutic agents. 

The section on infectious diseases is especially va 
able and includes a summary of a number of arti 
by army and navy officials. Attention is focused uj 
some of the diseases rarely found in this country wl 
may be more common incident to the war and 
transportation. It also includes under ‘Chemothera 
Cireular letter No. 17 issued February, 1942, by 
Office of the Surgeon General of the United St: 
Army. This very well summarizes the use of the vari 
sulfonamides in different types of infection. 

The twenty questions on the jacket providing a t 
minute quiz are well selected. The editors might 
pand these to cover each section separately. It wi 
aid in practical crystallization of opinion concerning 
newer diagnostic and therapeutic advances.—Bert 
Keltz, M.D. 
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‘““4FTER EFFECTS OF BRAIN INJURIES IN 
WAR.’’ Kurt Goldstein, M.D., Clinical Professor of 
Neurology, Tufts Medical School, Boston, Mass. Grune 
ind Stratton, Inc., 443 Fourth Avenue, New York. 
Price $4.00. 244 Pp. 


it is particularly apropos that a work of this type 
completed and available to the profession when we 
entering a phase of medical care of war casualties. 
Goldstein has presented findings related to patients 
h skull and brain injuries caused by gunshot wounds, 
ed on a large series of cases observed during and 
wing the first World War. The information on 
ch these findings were based was gathered during 
systematic study of about 2,000 cases over a long 
od. Many eases were observed and studied for as 
gy as ten years. 
le points out that immediately after the injury the 
vary concern is for the condition of the wound and 
patient’s general condition. After the wound has 
ed externally, defects produced by impairment of 
tion of the brain assume major importance but 
to the neglect of the wound, as complications may 
e even after a period of weeks or months. He 
s attention to the improved methods of immediate 
injury management, present transportation facilities 
sulfanilamide therapy, permitting evacuation of cas- 
ties to hospitals remote from the field of battle. 
s permits organization of hospitals specializing in 
eare of the brain-injured soldiers, where the nurs 
problem can be more successfully solved. 
he material presented in this treatise has been es- 
ally well organized with chapters covering ‘‘ General 
ptoms,’’ ‘* Neurological Symptoms,’’ ‘‘ Mental Symp 
s,’’ and ‘‘Origin of Symptoms.’’ 
separate discussions are given of the ‘‘ Psychological 
Laboratory examinations and Neurological and Physi 
eal Therapy’’ and ‘‘Social Adjustments.’’ This final 
hapter deals with practical problems, such as, the 
ice of a future vocation, evaluation of usefulness 


{ 

( 

for military service and civilian life, the question of 
compensation and the preblem of social care. 


‘his small readable volume will undoubtedly provoke 
a more profound consideration of the things which may 
be accomplished in the followup treatment of the head 
injury eases. If so, it will have fulfilled its mission. 

‘he illustrations are few but pertinent. 

\n excellent bibliography has been prepared. 

[he publishers have contributed to the value of the 
book by the excellent printing and satisfactory binding. 

[ should like to recommend the volume for those en- 
gaged in civilian practice as well as for those engaged 
in industrial and war work.—Harry Wilkins, M.D. 
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The faculty of the School of Medicine had its an- 

nual mid-year meeting on Friday, January 15. Mr. Jo- 

‘ph A. Brandt, President of the University of Okla 

a, was present and discussed some of the medical 

ol problems with the faculty. Dean Tom Lowry 
attended this meeting. 

Classwork for the second semester started at 8:00 

A.M., Monday, January 18. 

The first lecture of a series given under the direc- 
of the Post Graduate Committee of the State Med- 
Association, with Dr. L. W. Hunt as lecturer, was 

| on Friday evening, January 15, in the Auditorium 
he School of Medicine. 
r. Joseph B. Goldsmith, Associate Professor of 
tology and Embryology, left on January 16 for ac- 
duty as First Lieutenant, Sanitary Corps, Army of 
United States. 








These two types of KARO differ 
only in flavor. In chemical com- 
position they are practically 
identical. Their caloric values 
are the same. 

If your patients find grocers 
temporarily out of one type, the 
same amount of the other may 
be prescribed. 


How much KARO for Infant Formulas? 


The amount of KARO prescribed is 6 to 8% of 
the total quantity of milk used in the formula— 
one ounce of KARO in the newborn's formula is 
gradually increased to two ounces at six months. 


CORN PRODUCTS REFINING CO. 
17 Battery Place + New York, N. Y. 
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“DIET AND BRIGHTS DISEASE.” Soma Weiss. Connec- 
ticut State Medical Journal, V: 499-501, July. 1941. 
Early Stages of Acute Glomerulonephritis and Inter- 

stitial Nephritis with Oliguria. This he evaluates from 

the consideration of the structural, physiological and 
chemical deviations from the normal. 

Oliguria is common in both intra and extra glome- 
rular conditions interferring with filtration and to tu- 
bular obstruction interferring with filtrate flow, extra 
cellular factors, such as low blood sodium and hypopro- 
teinaemia are less responsible. Osmosis of fluid and 
chloride to the tissues fail to reach the kidneys. Low 
osmotic blood pressure in hypoproteinaemia causes sod- 
ium retention in the tissues. 

The amount of fluid and salt therefore depends on the 
plasma. Thus the acids, alkaline and bases of the food 
are fundamental factors in its physio-chemical changes. 
He still emphasizes the Karrell milk diet for 3-5 days 
with additions then of fruit juices and lactose. 

After this the increasing of fluid above the 1560 ce 
lost in the lungs and skin. Where water is retained 
in the tissues as salt solution, a fairly large amount of 
water will aggravate the edema less if sodium salts are 
not available. He emphasizes that although proteins 
have never proven to have harmed the kidneys, they 
should be restricted temporarily only. Carbohydrate 
diet with vitamins should be given. Salt restriction 
to less than 2 gms. should be continued. Potassium 
salts may be added to the foods to flavour, but it is 
questionable whether they help the edema. An acid 
ash diet may be helpful and later 80-120 gms. of pro 
teid may be given in the more chronic stage. 

We dealt with only part of this article, but it would 
be well to peruse it in its entirety since it comes from 
such a master clinician.—L.A.R., M.D. 

“COLLES’S FRACTURE.” William Darrach. The New 
England Journal of Medicine, CCXXVI, 594, April 9, 
1942. 

The author describes the anatomy, pathology, symp- 
toms, signs, and treatment of Colles’s fracture. He pre 
fers, in the treatment, the use of the ‘‘sugar-tong’’ 
single plaster splint—which he generally replaces seven 
to ten days later, after the subsidence of the swell 
ing, with a circular plaster gauntlet from the mid-palm 
to the upper forearm. The sugar-tong splint is applied 
so as to allow free motion of the interphalangeal and 
metacarpophalangeal joints, and finger movement is en- 
couraged. 

When the plane of fracture is oblique, or when there 
is comminution of the dorsal surface, there is a strong 
tendency, because of the muscle pull, for the dorsal 
shift and tilt to recur. This can be partially overcome 
if the splint is applied with the wrist in strong flexion 
and moderate adduction. 

If the comminution is so extensive that no form of 
splint alone prevents collapse and shortening, he advises 
using double Kirschner wire and plaster, one wire 
through the bases of the second, third, and fourth meta 
earpals and the other higher in the forearm in the 
upper ulna, just distal to the coronoid. Reduction is 
obtained by traction on the wires, and a cast is ap- 
plied incorporating the two wires. These are left in 
place for from five to seven weeks, 

He describes the late disabilities and their treatment, 
but these do not differ from those described else- 
where, and their treatment is also similar to present 
accepted methods.—E.D.M., M.D. 


“NUPERCAIN SPINAL ANESTHESIA FOR ABDOMIN®O- 
PERINEAL RESECTION OF THE RECTUM: A NEW 
TECHNIC.” F. A. H. Wilkinson, M.D., D.A., Montreal, 
Canada. In the Journal of Anesthesiology. July. 1942. 
Volume 3, Number 4, Page 437-443. 

Anesthesia for the operation of abdomino-perir 
resection of the rectum must provide adequate relaxat 
for abdominal work and an anesthetic that will not wear 
out before perineal work is done. 

Procaine will not last long enough for the aver: 
operator. Pontocaine will last for about two hor 
however, this may not be long enough to complete t 
abdominal-perineal work. Nupercaine by using bot 
combined heavy and light solution has proved mos 
satisfactory. This technic was suggested by Dr. M. 
Nosworthy at St. Thomas Hospital, London, and | 
been modified by Doctor Wilkinson. 

The technic for the combined heavy and light nuper 
caine spinal anesthesia, the maximum dosage of the lig 
1:1500 caleulated by allowing 1 cc. of this solution 
each inch of back length, as measured from the sevent! 
cervical vertebra to the interiliace line with the back 
full flexion, up to a maximum of 20 cc. The avera 
adult back measured by this method, varies from 16-2: 
inches in length, however the author has found 
abdominal work that about 15 ce. of this dose is needed, 
unless the person has extremely long back. The dif- 
ference in back length necessitates a different time 
the light nupercaine to rise. 

Both the heavy and light nupercaine is warmed wl 
injected, the interspace used is usually the third lumbar. 
Since nupercaine is precipitated out in the presence 
alkali, care must be taken that the glassware and need 
are rinsed with slightly acidified sterile water. 

The patient is in the sitting position for the puncture. 
First, 1.5 ec. of 1:200 nupereaine (in six per cent G 
cose) is injected sloWly, this immediately settles do 
into lower spinal canal and attacks the sacral a 
lumbar roots. At the end of two minutes the concen 
trated nupercaine solution has settled down and t 
syringe is disconnected and replaced with a syringe ¢ 
taining 15-20 ce. of warmed light nupercaine (1: 150! 
this injected slowly so as not to swirl the depend 
solution of heavy nupercaine. The time at beginni 
of injection is noted and the light solution is allow 
to rise from forty-five to sixty seconds from the « 
mencement of the injection, depending upon the heig 
of anesthesia desired and the length of back. At 
conclusion of the specified period, the patient is lowe 
backward and placed in a slight Trendelenburg posit 
(ten degrees) and is maintained in this position in or 
to prevent the upward spread of the light nupercai 
A marked Trendelenburg position is contraindicated, 
the heavy 1:200 nupercaine solution might spread 
high above the sacral and lumbar roots where it is m 
needed, but a slight lowering of the head allows 
adequate spread of the heavy solution. The nerves : 
adequately taken care of by the original sitting positi 
After twenty to thirty minutes from the time of inject 
the patient may be placed in the steepest position, 
the drug has been fixed by this time. 

The longest unsupplemented anesthestic was four ho 
and fifty minutes. The average duration of Dr. Wilk 
son’s surgery was two hours and eight minutes, bu 
usually the anesthesia lasts longer than three hot 
The only drug that will outlast the operation is nuj 
caine. The principle underlying this technic is the 
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jection of sufficient of the heavy nupercaine to insure 
a long lasting perineal anesthesia, followed by only 
enough light nupereaine for the duration of the ab- 
dominal part. It is desirable so that when the patient 
is turned on his side, he is able to use intercostals 
muscles, hence they have better respiration, this will 
also aid to maintain blood pressure. 

Shock arising while patient is on operating table can 
be successfully treated with intravenous saline, blood 
or plasma transfusion. The patient frequently shows a 

ked fall in blood pressure when his position is 
nged, but the use of ephedrine grain % or neosyne- 
ine 1% ec. subcutaneously about ten minutes before 
turning of patient, should prevent this drop. 

‘here were no deaths in the 33 patients in which this 

hnique was used. Four patients had postanesthetic 

dache but all responded to the pituitrin 4% ce. or 
feine sodio-benzoate grains 744. There were no other 
rological complications. Two patients developed 
monary infarction pestoperatively, but in only one 

e could the anesthetic have played a part. 

The average dose was 1.5 ec. of 1:200 nupercaine 

15 ce. of 1:1500 nupereaine. The average length 
back was 19 inches and the average time allowed 
light nupereaine to rise was fifty to fifty-five sec 

All cases were given ephedrine hydrochloride 
grains 144, this was given five minutes before operation, 
this helps to maintain blood pressure. The usual pre- 

lication was morphine grain 4 and hyoscine grain 

150, thirty minutes before surgery and repeated once 
during the operation if there was no evidence of shock. 
Intravenous infusion of normal saline was started at 
beginning of surgery and this was kept running slowly. 
If blood pressure dropped, the rate was increased. 
Toward the end of the operation, saline was replaced by 
bloed or plasma.—G,. C. H., M.D. 


“VALUE OF FATTY ACID DERIVATIVES IN TREAT- 
MENT OF CHRONIC OBSTRUCTIVE RHINITIS.” E. 
A. Thacker. Archives of Otolaryngology. Chicago. 
Vol. 36, Pp. 336-353. September, 1942. 


Treatment of the chronic obstructive forms of rhinitis 
has been unsatisfactory in many cases. Chronic ob- 
structive rhinitis includes five types: 1. obstruction due 
to anatomic abnormalities; 2. obstruction due to specific 
diseases; 3. allergic rhinitis; 4. obstruction in which the 
mucosa does not shrink well with astringents and which 
does not belong to type 1, 2 or 3; 5. obstruction in which 
the mucosa shrinks well! with astringents. 

Chronic nasal obstruction may be caused by anatomical 
abnormalities of the septum or the bony framework of 
the turbinates or of such tumors as hypertrophied ade- 
noid tissue, polyps, papillomas or malignant growths. 
The correction of such conditions requires appropriate 
treatment by surgical means or with radium or roentgen 
rays. ‘n obstruction due to specific disease such as 
tuberculosis or syphilis, the treatment should be focused 
on the primary disease, with local therapy. Patients 
with true allergic rhinitis should be treated by desen- 
sitization or removal of the allergene if possible. 

Sclerosing therapy has been recommended for the 
treatment of chronic obstructive rhinitis. The author 
found that it is type 5 of obstructive rhinitis which 
responds especially well to submucosal injections of 
sclerosing fluids. These sclerosing fluids are fatty acid 

rivatives, and they include sodium morrhuate, sylnasol, 

d monoethanolamine oleate. 

The indications for treatment with these sclerosing 
agents are: 1. intermittent nasal obstruction of long 
luration, especially when it is associated with changes 
in temperature and humidity; 2. chronic nasal obstruc- 
tion from engorged turbinates which have failed to 
respond to the usual therapeutic measures after one or 
two months’ trial; 3. postnasal dripping, chronic pharyn- 
gitis, headache and neuralgic pains in the head and 
neck, in which intumescence of the turbinates exists and 
is causing pressure on the lateral nasal wall or on the 


septum; 4. chronic sinusitis in which there remain after 
treatment symptoms of nasal congestion due to en- 
gorged turbinates; 5. good shrinkage of the turbinates 
with astringents; this factor is important. 

Conditions which contraindicate such therapy are: 1. 
chronic systemic disease, such as arteriosclerosis, hyper 
tensive or other types of advanced cardiac disease, 
nephritis, and specific diseases; 2. anatomic defects of 
the nasal passages; 3. hyperplastic rhinitis; 4. definite 
allergy; 5. acute infections of the nose, throat and 
paranasal sinuses. 

The technic of administration of these sclerosing agents 
is as follows. Two tampons saturated with an anes- 
thetic are placed around the turbinate. A long No. 22 
needle and a tuberculin syringe are excellent for in- 
jection into the inferior turbinate. A long gold needle 
is advantageous for injection into the middle turbinate. 
Only a small amount of the sclerosing agent should be 
administered in the first injection or if several weeks 
have elapsed since an injection has been made. The 
usual dose of 0.25 to 0.5 cc. of the fatty acid solution 
is drawn into the syringe. The tampons are removed. 
The anterior portion of the mucosa is pierced, and the 
needle is inserted toward the posterior end of the tur 
binate. The sclerosing solution is liberated as the needle 
is gradually withdrawn. A pledget of cotton placed 
within the nose will readily control bleeding from the 
needle puncture. The cotton is removed in five minutes, 
and a tampon saturated with an astringent is placed 
around the turbinate for ten minutes. The patient is 
advised to use a one percent solution of ephedrine sulfate 
or 0.5 percent solution of neo-synephrin hydrochloride 
every two hours for five days. Injection into one side 
of the nose only is made at a sitting. After one week 
the other side may be treated. Two or three weeks 
should elapse before another injection is made into the 
same tissue. 

Excellent clinical results were produced with these 
fatty acid derivatives. As long as one year to 18 months 
has elapsed since the patients completed treatment with 
sodium morrhuate and sylnasol, and nasal obstruction 
has not recurred. The associated complaints of spheno 
palatine neuralgia, headache, postnasal dripping, and 
in a few patients anosmia, hoarseness and coughing, have 
been either completely relieved or definitely decreased. 

This method of treatment is beneficial as an adjunct 
in the treatment of patients with obstinate, refractory 
chronic sinusitis in whom the engorged turbinates pre- 
vent drainage and aeration of the sinuses. 

Submucosal injection of the fatty acid solutions is 
preferable to most of the other forms of therapy because 
it is easily carried out and requires no expensive equip- 
ment and no ulcerations or adhesions and, as shown by 
microscopic examination, no deleterious effect or damage 
to the mucous membrane follows the treatment. The 
appearance of the tissue tends to return to that of 
normal nasal mucosa.—M. D. H., M.D. 


“A STANDARDIZED TECHNIQUE FOR SEDIMENTA- 
TION RATE.” By J. W. Cutler. M.D., Philadelphia. 
Pennsylvania. The Journal of Laboratory and Clin- 
ical Medicine, Volume 26. Number 3, December. 1940. 


This report should be one of considerable importance. 
No single laboratory procedure needs classification more 
than doees this sedimentation rate. The author, who is 
one of the original investigators in the field, has deserib 
ed a method which is simple and the underlining prin 
ciples of which seem almost universally acceptable. One 
principle is emphasized and that is that the maximum 
sedimentation rate in terms of five minute periods of 
the first thirty minutes is considered to be the most 
important. The equipment used is very simple and the 
procedure in no way difficult. It is a modification of 
the author’s own original method. Results are easy 
to interpret, no correction is necessary for anemia and 
the method embodies principle applicable to all types 
of tubes.—H. J., M.D. 





88 JOURNAL OF THE OKLAHOMA STATE 


“A SEQUEL OF KNEE LIGAMENT STRAIN: PELLE- 
GRINI-STIEDA’'S DISEASE (METACONDYLAR 
TRAUMATIC OSTEOMA).” W. R. HAMSA, Nebr. 
State Med. Jour., XXVII: 62, Feb., 1942. 


The characteristic feature of this condition is the 
presence of an area of new bone or calcific change in 
the region of the medial femoral condyle, presumably 
the femoral end of the medial collateral ligament. The 
condition develops following direct or indirect trauma, 
and is most common in active adults. The earliest symp- 
toms are those of synovitis — pain and swelling — 
followed by some improvement but not complete recov- 
ery. Limitation of motion may occur gradually and 
become progressive. Tenderness is localized over the 
medial aspect of the medial femoral condyle. Gradual 
enlargement of this condyle, either bony or calcific, may 
or may not be the cause of the disability. Joint relaxa- 
tion and injury to semilunar cartilage may contribute 
greatly to the disability. The process seems similar to 
myositis ossificans. 

Treatment consists of (1) immobilization in a splint 
or cast to remove all stimuli which may increase bone 
formation; and (2) deep heat, preferably diathermy, 
to facilitate absorption. Surgical removal is seldom nec- 
essary as the enlargement is rarely sufficient to give rise 
to a mechanical disorder. 

The rapidity with which an area of increased density 
within the area of ligament attachment may appear on 
roentgenograms following injury is not appreciated, and 
for this reason alone this case report is justified. 

A plasterer, thirty-nine years old complained of pain 
and disability of left knee following a fall which turned 
the left leg into marked valgus and produced severe 
pain. On attempting to walk he felt a snap in the 
knee which became freely movable but developed mod- 
erate swelling. Five days following injury, the roent- 
genogram showed no bone change; but eighteen days 
following injury, it showed calcification above and med- 
ial to the medial femoral condyle, and was interpreted 
as an old injury. Three months after the injury, a 
tender palpable hard mass appeared over the medial 
femoral condyle, and the roentgenogram showed the 
fairly smooth outline of the calcifying area proximal 
to the medial condyle of the femur. This case illus- 
trates one of the earliest appearances on record. 

Surgical removal in the majority of reported cases has 
been followed by recurrence of the bony mass. Surgery 
would seem to be indicated only after improvement by 
conservative means has ceased and after the bony mass 
has shown definite condensation and smooth outline.— 
E.D.M., M.D. 


“SEMEN AND SEMINAL STAINS.” A review of meth- 


ods used in medico-legal investigations. By O. J. 
Pollack, M.D., Taunton, Massachusetts. Archives of 
Pathology, Volume 35, Number 1, January, 1943. 


This is a subject of particular interest to those inter- 
ested in the question of sterility of the male and also 
more particularly to those concerned with medicolegal 
investigations. Macroscopic and microscopic details are 
discussed at considerable length. Interesting data is 
given concerning azoospermia and aspermia. Technic 
of examination of the fresh fluids and details of chem- 
ical, histological and biological tests are given. Normal 
findings are itemized and compared with abnormal and 
last, but not least, 344 references are given in the 
bibliography. The general summary is as follows: 

A wide variety of laboratory tests may be employed 
successfully for the identification of material of seminal 
origin. The choice of methods depends on the nature 
and the condition of the material and on the specific 
purpose of the investigation. 

The various physical, chemical and immunologic tests 
applicable to the examination of seminal material have 
been reviewed, and their respective spheres of usefulness 
have been described. 

Microscopic examination of suspect material for the 
identification of spermatozoa is the most generally use- 
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ful procedure because it is least likely to be interf« 
with by extraneous influences. Frequently the suc 
of such an examination depends on the utilization 
special procedures by which cellular structures may 
freed from the environment. Of equal and in some 
spects of greater specificity are the various serol 
tests. 
of seminal material deteriorate rapidly and may 
destroyed by the chemical qualities of the environme 
in which stains are likely to be found. 

The many macrochemical and microchemical tests t 
have been recommended through the years are of limit 
usefulness even under optimal conditions, and they sho 
be employed only with full appreciation of their li 
tations.—H. J., M.D. 

“OSTEOMA OF THE EXTERNAL AUDITORY CANA 

Joseph G. Druss and Jacob L. Maybaum. Archiv 


d 


8s 


Unfortunately, certain of the immune properties 


of Otolaryngology. Vol. 36, No. 4, Pages 499-50 


October, 1942. 


The bony tumors of the external auditory canal 
the most often observed by the otologist among all 
bony tumors of the temporal bone. The vast major 
of these tumors of the bony canal are small exost: 
situated close to the tympanic membrane; they oc 
either as single or as multiple growths. They are 
infrequently symmetric and _ bilateral. 
bony growths occluding the external canal are relatiy 
rare. 

There seems to be a diversity of opinion with reg: 
to the origin of bony tumors of the external canal. 1 
preponderance of evidence favors the view that tl 
arise as fibrous tissue tumors from the periosteum lin 
the os tympanum and mastoid bone. Having inher 


Large solitary 


osteogenic potentialities, these fibromas undergo a fort 
of bony metaplasia and eventually assume the charact: 


of osseous tumors. 
with regard to the 


There is no unanimity of opini 
part played in the formation 


these tumors by previous inflammations of the middle 


ar or by mechanical irritation to the canal wall. 

The small exostoses are usually situated in the bh 
canal close to the tympanic membrane. The large 
teomas are found to arise in most 
margin of the isthmus of the bony and cartilagin 
canal wall, in close proximity to the tympanosquam« 
suture, and only on rare occasions from other sites 
the canal. 

The large solitary osteoma of the external canal 
slow growing and usually has existed for years bef: 
the patient becomes aware of its presence. It may 
accidentally discovered by the patient in cleansing 
ear. Or, it may cause symptoms of impairment of he 
ing, tinnitus, and pain in the ear. There is usua 
also interference with the egress of cerumen and exf 
iated epidermis. In only relatively few of the ea 
reported was there an association of suppurative ot 
media. Eczema and erysipelas of the ear are not 
frequent complications. It is difiicult to gage the s 
of the tumor from the appearance of its exposed | 
tion. When the tumor is removed, its size may 
found to vary considerably from that which was ant 
pated. 

The authors had opportunity to study three cases 
osteoma of the external auditory canal. One pati 
had a large osteoma which completely filled the exter 
canal. There was an associated chronic discharge fr 
the middle ear. The osteoma was attached to the b 
canal wall by a wide bony base. At operation a la 
cholesteatoma was discovered in the antrum and mid 
ear. A radical mastoidectomy was done and the osteo 
easily removed. 

In the second case, the patient has experienced au 
symptoms for a period of only seven weeks. The tum 
however, must have been growing for several years. 1 
tumor was so large that the posterior bony wall of 
auditory canal had to be taken down. The tumor w 
attached to its neighborhood by means of a soft tis: 
pedicle. The third base was similar to the second as 


instances at th 
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the size and comparatively asymptomatic growth of the 
tumor. 
ntil recently there has been considerable reluctance 
1dvising surgical treatment for an osteoma of the 
ternal auditory canal. The growth itself is no indica 
for surgical intervention unless there are annoying 
angerous symptoms such as impairment of hearing, 
, constant sensation of fullness in the ear, tinnitus, 
sional vertigo, and recurrences of external otitis be 
e of attempts at manipulation on the part of the 
mt. Associated with suppuration of the middle ear 
steoma of the canal may give rise to serious conse- 
ces. Interference with effective drainage from the 
lle ear and inability to observe the clinical course of 
suppuration may be responsible for a menacing otitic 
lication. 
luetance to interfere surgically in these cases has 
due in part to the fact that certain untoward 
ts may follow careless or inexpert removal of the 
ths. Whether the postauricular or the endaural ap 
ch is decided on, it must be understood that a min 
n of trauma is a sine qua non to a successful result. 
endaural route appears to be a better approach, for 
reasons that this incision entails less trauma; it 
ds a far better view of the growth, and in the 
nee of the use of packing after the first dressing 
equent care causes little or no discomfort. 
e results after operation are most gratifying; the 
ng improves appreciably, and the annoying symp 
s of which the patient had complained are entirely 
ved. Bony growths of the external canal seldom, if 
, recur after thorough removal. 
ie ease with which a tumor can be removed de 
s on its size, its proximity to the drum membrane 
the width of the pedicle. At times it can be 
ved without difficulty through the external canal, 
manner similar to the procedure used in the case 
nonimpacted foreign body.—M. D. H., M.D. 


junctivitis. 


“OCULOGLANDULAR TULAREMIA.” Edward Francis. 
Archives of Ophthalmology, Vol. 28, No. 4, Pages 
711-741. October, 1942. 

The author presents clinical and bacteriological data 
derived from 78 proved cases of oculoglandular tularemia 
observed in the United States and from 18 in foreign 
countries. 

Ophthalmologists were the first to recognize cases 
of ocular tularemia in human beings. D. T. Vail, Sr., 
of the United States, was the first who called attention 
to this type of ocular infection in 1914. Wild rabbits 
caused the disease in 56 of the American cases, through 
contact with a contaminated hand, and in two cases by 
blood which spurted into the eye. Tick tissue mashed 
between the fingers was conveyed to the eye by fingers 
in ten cases. A fly mashed by the fingers was the 
cause in one case. Ground hog blood or bile entered 
the eye in two cases. A tree squirrel was dressed in 
one case. A dog scratch caused the disease in one case. 

There were more male than female patients. Twenty 
seven were farmers, or members of their families. Con 
junctivitis of animal or insect origin and unilateral en 
largement of the lymph nodes which drain the infected 
eye constitute the dominant local picture. This condition 
is accompanied by the general constitutional symptoms 
of fever and debility, which are a part of all forms of 
tularemia. 

The incubation periods averaged three days, the long 
est being 14 days and the shortest one day. The right 
eye was affected in 31 cases, the left eye in 36 cases and 
both eyes in seven cases. 

Unilateral enlargement of the preauricular lymph 
nodes occurred in 55 cases, of the submandibular gland 
in 46 cases, of the parotid in 21 cases and of the cervi 
eal nodes in 41 cases. Bilateral enlargement of the 
lymph nodes occurred in seven cases of bilateral con 
Occasionally, suppuration of the lymph 
nodes was also seen. Small ulcers were reported on 


LIKE a call to renewed life for the pernicious anemia patient, 
come the latest developments in liver therapy. . . . For intra- 
muscular injection, Smith-Dorsey has prepared a U.S. P. Puri- 
fied Solution of Liver containing all the fraction G (Cohn) of 


the liver extract. 


Rigidly standardized . . . twice tested 


by animal injection to prevent local tissue reaction .. . 
sealed in ampoules and vials . . . finally tested for sterility 
—Smith-Dorsey offers a product to which physicians can turn 


with confidence. 


Supplied in 1 cc. ampoules and 10 cc. and 30 
cc. ampoule vials, each containing 10 U.S. P. 
Injectable Units per ce. 


PURIFIED SOLUTION of LIVER 


‘< NPY 


DO RS CEC Y 


Dorsey Company 
NEBRASKA 
Manufacturers of Pharmaceuticals te the Medical Profession since 1908 


LINCOLN e@ 





90 JOURNAL OF THE OKLAHOMA State MeEpIcAL ASSOCIATION 


enlarged tonsils once and on the posterior pharyngeal 

wall once. 

Several patients showed ulcers on the fingers which 
eonveys the rabbit infection. In addition, some of the 
patients had enlarged axillary glands and epitrochlear 
glands. Dacryocystitis occurred in five cases. One lac- 
rimal sac required incision a year after onset. The 
conjunctival secretion was purulent in five cases. Ulcers 
were located on the tarsal conjunctiva in 43 cases and 
on the bulbar conjunctiva in eight cases. Corneal ulcers 
appeared in six cases. Corneal perforation, prolapse 
of the iris and scarring caused greatly impaired vision 
in one case. 

Atrophy of the optic nerve was unilateral in one case, 
and bilateral in another, causing complete blindness in 
both eyes. Enucleation was necessary in one case on 
account of the ulcer, ruptured globe and panophthalmi- 
tis. Death oceurred in seven of the 78 cases, a mor- 
tality of 9.0 per cent, in comparison with a mortality 
of 6.9 per cent in 15,525 cases of tularemia of all types 
in the United States. 

The diagnosis was confirmed by agglutination alone 
in 70 of the cases; by isolation of a culture from inoc- 
ulated guinea pigs in three additional cases, and by di- 
rect culture of Bacterium tularense from the conjunc- 
tiva in two cases. Attempts to identify the organism 
from smears of the conjunctival secretion are useless. 

A similarity of symptoms is noted between the Amer- 
ican and the foreign cases, but an outstanding difference 
is the greater virulence of the American strains, as 
shown by a shorter incubation period and by the pres- 
ence of corneal ulcers, corneal scarring, perforation of 
the cornea, impaired vision, ete. The mortality of tul- 
aremia in foreign countries is about 0.1 per cent. Cases 
have been reported from Alaska, Japan, Russia, Nor- 
way, Canada, Sweden, Austria, Czechoslovakia, Italy, 
Central Germany, and Turkey. 

Pascheff, of Sofia, Bulgaria, described a conjunctival 
disease that he -called conjunctivitis necroticans infec- 
tiosa. The clinical characteristics of Pascheff’s disease 
resemble those found in oculoglandular tularemia. 

Another disease closely resembling ocular tularemia 
is the pseudotuberculosis of rodents, the bacterium of 
which has been accused of causing human conjunctival 
infection of the oculoglandular tularemia type. Later, 
such cases have been identified with tularemia itself. 

Another conjunctival inflammation which often hides 
the true nature of oculoglandular tularemia is Parinaud’s 
conjunctivitis. Yet, the two diseases are not identical. 
—M. D. H., M.D. 

“SOME CAUSES FOR FAILURE IN FRONTAL SINUS 
SURGERY.” Robert Lincoln Goodale. The Anals of 
Otology. Rhinology and Laryngology, Vol. 51, No. 3, 
Pages 648-652. September, 1942. 


The author gives a short review of frontal sinus op- 
erations which were done at the Massachusetts Eye and 
Ear Infirmary during the period from 1933 to 1942. Dur- 
ing this time there were 190 cases in which external op- 
eration on the frontal sinuses were performed. He re- 
ports on 182 cases. The indications for operation were: 
infection, 123; mucocele, 18; acute osteomyelitis, 33; 
osteoma, two; meningioma, one; cholesteatoma, one; 
unclassified cyst, one; fracture, one; primary carcin- 
oma, two. 

In the group of infections there were 38 recurrences 
requiring operation. In cases of mucocele, there were 18 
recurrences. In the group of infections it was found 
at reoperation that certain pathological or anatomical 
conditions were frequently present such as scar tissue, 
remnants of the frontal sinus floor, and ethmoid exten- 
sions. In many of the recurrences more than one 
condition was present. The procedure of reoperation was 
to remove these conditions. 

The frequency with which these conditions were found 
at reoperation emphasizes the need for fully under- 
standing the important points involved in an external 


operation on the frontal sinus. Unless all pockets 
the frontoethmoid region are eliminated by removal 
bony partitions and small shelves of bone which fi 
ledges in the floor of the sinus, reinfection will re 
sooner or later in these areas. Scar tissue will hav: 
greater opportunity to form barriers within the si 
and conditions will appear necessitating a surgical re 
ion. 

In any type of operation (obliterative or for dra 
age) consideration must be given to a complete remo 
of the frontal sinus floor and the ethmoid cells.—M. 
H., M.D. 


“LARYNGOTRACHEOBRONCHITIS IN _  CHILDRE! 
CLASSIFICATION AND DIFFERENTIAL DIAGNOSIS. 
T. Roy Gittins. Archives of Otolaryngology, Vol. 
No. 4, Pages 491-498. October, 1942, 


In recent years many articles have appeared in 
literature of otolaryngology concerning infectious lar) 
gotracheobronchitis. The author distinguishes f 
types of the disease. These are: 

(1) Infectious types caused by (a) nonspecific b 
teria such as streptococci, staphylococci, influenza } 
illus, and pneumococeus; (b) specific bacteria such 
diphthereia bacteria; 

(2) Traumatic types caused by foreign bodies, or p 
ticles of solid matter in mucus, or drops of liquids; 

(3) Allergic types such as those caused by angion 
rotic edema or asthma; and 

(4) Spasmodic types. 

The diphtheria type of laryngotracheobronchitis 
uncommon at ‘present; however, cases still appear, ar 
it is possible that the condition may be treated as n 
diphtheritic if a proper differential diagnosis is 
made. For such doubtful cases it is the best practic 
to give antitoxin early and in large doses until a def 
nite diagnosis has been made.. No harm results fr 
giving antitoxin, and the possible foreign protein re 
tion is probably helpful, even in cases of non-diphth: 
tic infections. 

Among cases of traumatic laryngotracheobronchit 
there are some in which history and physical findir 
often including roentgenographic and laboratory « 
dence suggest the presence of a foreign body in 
respiratory tract, although no demonstrable foreign b: 
other than collections of mucus is found on bron 
scopy; this mucus at times forms in sticky plugs in th 
bronchi, which are as obstructive as any foreign bo 
The author observed thirteen such cases during the p 
few years. In each instance there was a thorough; 
definite history of sudden onset of choking, followe 
by varying degrees of stridor, cough, wheezing and cy 
osis, in a child with no evident previous respirat 
symptoms. Popcorn, peanuts, coffee beans, field cor 
and watermelon seeds are some of the materials wl 
were found in the mouths of these children when 
symptoms of respiratory disturbance developed. It 
possible that milk, medicine, nasal oils or chemi 
may enter the respiratory tract of infants and yo 
children and set up a clinical picture which is usu: 
associated with the presence of a demonstrable fore 
body. 

In all such cases there was some degree of dys} 
wheezing respiration, cough and cyanosis. The child 
usually had high fever and a leukocyte count up 
39,000. 

Bronchoscopy, of course, reveals no demonstrable 
eign body. In each case mucus, sometimes in sti: 
masses or plugs, was removed by suction through 
bronchoscope from the trachea or from one or b 
bronchi. Complete recovery occurred in all thirteen « 
es without sequelae. Tracheotomy was necessary « 
in one case. The recognition and differentiation of 
traumatic from the infectious type of laryngotracl 
bronchitis is very important because most of the t1 
matic cases will be cured by proper bronchial draina 
while in the infectious type, which has a much hig) er 
mortality rate, trachetotomy is more often necessary. 
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The allergic type of laryngotracheobronchitis is 
aracterized by rapid noisy respiration which suddenly 
velops. There may be restlessness dyspnea refusal 
food, fever and moderate cyanosis, and an expiratory 
neeze. 


rhe asthmatic type of laryngotracheobronchitis is not 
frequent in young children, but eventually it may 
ir even in young infants. Such cases are best 
ted with small doses of epinephrine, highly humidi- 
air and increase in the fluid intake. 


ie spasmodic type of laryngotracheobronchitis is 
er known as spasmodic croup or sometimes pseudo 
p. It is characterized by suddenly developing trau 
ce and fearful dyspnea which is usually of short 
tion and not commonly dangerous to life. Most of 
patients who suffer with this condition-are not seen 
the laryngologist. The symptoms are usually pro- 
d by spasm of the vocal cords, in an otherwise 
thy larynx. Yet in some instances they may be 
uced by either a trauma or an infection of the 
chial tree, in which cases the spasmodic attack per 
during the daylight hours, while spasms of a health¥ 
x usually occur at night. 
vere has been much confusion between the more 
re and milder forms of laryngotracheobronchitis and, 
efore, the statistics of recovery are false and mis 
ng. Infectious laryngotracheobronchitis is a very 
us disease with mortality rate up to 50 per cent. 
D. H., M.D. 
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“ESSAY ON MAN” 


The hart was the first pump ever invented. It never 
stops beeting as long as we’re lucky. It pumps the 
blud through vanes and arteries, depending on weather 
its coming or going. If you axsidently cut one of 
your blud vessels and know a lot about fizzeology you 
can tell rite away weather its a vane or a artery, thus 
sattisfying your curiosity even if it don’t make you 
feel any less nerviss. 


If. you are not quite sure how you feel, all a doctor 
has to do is lisen to your hart to help you find out. If 
he tried to lissen on your rite side hes proberly not a 
good doctor. 


We are born with two lungs and if we haye any 
less its impossible. -They help us to breethe all day 
and at nite they breethe for us. If it wasent for the 
lungs the air wouldent have any place to go and our 
whole sistern would be full of drafts. 


The stummick receeves all your food but it proberly 
dont injoy it as muchas you do. No matter how polite 
and well educated you are your stummick also’ rimes 
with jelly. 


Between your neck and your legs you are known as 
your trunk, proberly because allmost all of the rest of 
you is packed there. 


The neck seperates our head from our shoulders and 
helps us to look sideways in a hurry. It is one of the 
last things we learn to wash of our own free will. 


The legs are what distinguish short people from tall 
ones, so even if we are all born equal, later on in life 
we are more equal sitting down than standing. 


People proberly resemble each other more on the 
inside than what they do on the outside, being why we 
use the outside to recognize each other by, specially 
from our necks up. 
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